








A Magazine 
for the 


HOSPITALS 
af the 
UNITED STATES 


AND CANADA 








HOSPHALS 


THE JOURNAL 
of the 
AMERICAN 
HOS PITAL 


ASSOCIATION 


DECEMBER 1944 


> Rural Hospitalization—A Symposium 
—STREETER—EVANSON—POHLMANN—STOCK 


» A Labor Union View of Hospital Care 


—CLAYTON W. FOUNTAIN 


>» The Place of Volunteers, Postwar 
—A. J. J. ROURKE, M.D. 


>» Compensation: Six Lessons Learned 
—JOHN H. HAYES 


VOLUME 18 NUMBER 12 





; 


: 








plies 


<0 eA IPOS mt A es re 





Above: Three Scanlan-Morris autoclaves sterilize instruments 
and supplies for surgery and central service room at Emory Uni- 
versity Hospital, Atlanta, Georgia. 


Sterilizers are purchased for long-time use. Careful 
selection and strategic arrangement are important elements 
in securing satisfactory service from the installation. The 
Scanlan-Morris planning and engineering department will 
study your requirements and submit recommendations for 
the most convenient, efficient, and economical layout for 
the needs of your hospital. 
Ask for Scanlan-Morris catalogs giving data on Surgical : ; 
Sterilizers, Bedpan Apparatus, Operating Tables, Delivery ae ae Bhs: < miaygeal — 


Tables, Surgical Lights, SterilBrite Furniture, Infant speedily and efficiently—saves time and labor 
and Maternity Equipment. —insures proper care of bedpans and urinals. 


SCANLAN-MORRIS 


Manufacturers of 
STERILIZING APPARATUS AND HOSPITAL EQUIPMENT 
OPERAY SURGICAL LIGHTS AND SCANLAN SUTURES 


MADISON 4, WISCONSIN, U.S. A. 
A Division of THE OHIO CHEMICAL & MFG. CO., a Subsidiary of Air Reduction Company, Incorporated 





KALMERID 
GER MICHAL 


TABLETS 


Kalmerid Germicidal Tablets provide 
potassium-mercuric-iodide—a valuable 
antisepticizing and disinfecting agent 
—in a pure, stable, soluble and conven- 
ient form for the sterilization of suture 
tubes. A solution of one Kalmerid 
Germicidal Tablet in one liter of 70% 
alcohol makes a reliable and easily 
prepared medium. In this solution the 
tubes sink of their own weight and 
remain completely submerged. 
Potassium-mercuric-iodide 


has advantages over certain of 
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the more generally known germicides 
for a variety of other uses also. It exceeds 
bichloride of mercury in bactericidal 
potency, is readily soluble, compara- 
tively low in toxicity, free from irri- 
tant action, and forms no soluble com- 
binations with proteins. 

Solutions of any strength may be 
made easily and efficiently with 
Kalmerid Germicidal Tablets. 

Further information on their 
action, uses and advantages will 
be sent promptly on request. 


DAVIS & GRCK, INC. 


57 WILLOUGHBY STREET, BROOKLYN 1, N. Y. 
DaG SUTURES ARE OBTAINABLE THROUGH RESPONSIBLE DEALERS EVERYWHERE 
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Customs, Too, Become Obsolete 


Just as the witch doctor of old has lost his wiles, so also are methods formerly 
employed in expressing the potency of liver preparations in terms of raw liver rapidly 
becoming obsolete. Science, research, and vision, in harmony with modern laboratory 
technique and alert to great responsibilities, have provided the medical profession with 
antianemia materials possessing a true index of potency . . . clinical standardization. 

‘Extralin’ (Liver-Stomach Concentrate, Lilly), designed primarily for the treatment 
of pernicious anemia, is clinically standardized on known cases. Daily dosage of twelve 
pulvules of ‘Extralin’ produces a standard response in the average uncomplicated case 


of pernicious anemia in relapse, although many patients respond to smaller doses. 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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TheClinitest Laboratory Outfit 
For Urine-Sugar Analysis 


CLINITEST 


— the simple, fast, 
tablet copper reduc- 
tion test—stream- 
lined to eliminate 
heating, is specially 
designed for both 
office and laboratory use. 
Laboratory outfit is practi- 
cal and economical under 
all clinical requirements. 
Bulk packages of tablets 
supplied where large num- 


ber of tablets are used. 


Available through your med- 
ical and surgical supply house. 


A Product of 


AMES COMPANY, INC. 
ELKHART, INDIANA, U.S. A. 
































MC alendar 


HOSPITAL ASSOCIATION MEETINGS 


American Hospital Association Mid-year Con- 
ference—February 9-10; Chicago (Drake Hotel). 


Regional Association Meetings 
Carolinas-Virginias—April 24-25. 
New England Assembly—March 12-14; Boston 
(Hotel Statler). 
Southeastern—April 4-5; Memphis. 
Tri-State Assembly—May 2-4. 


State Association Meetings 


Arizona—February 23-24. 

Arkansas—May 28. 

California—March 27-28. 

Colorado—December 13; Denver (Shirley- 
Savoy Hotel). 

Florida—May 21-22. 

Georgia—April 4-5. 

Illinois—May 3. 

Indiana—May 2-4. 

Iowa—April 16-18. 

Kentucky—April 26-27; Louisville (Brown 
Hotel). , 

Louisiana—April 10. 

Michigan—May 2-4. 

Minnesota—May 3-6. 

New Hampshire—March 14; Boston (Hotel 
Statler). 

New York—June 11-12-13; New York City 
(Hotel Pennsylvania). 

North Carolina—April 24-25. 

North Dakota—May 9-10. 

Ohio—March 20-22; Columbus (Neil House). 

Oregon—March 30. 

Pennsylvania—April 18-20; Philadelphia (Belle- 
vue Stratford Hotel). 

South Carolina—April 24-25. 


Tennessee—April 9. 

Texas—April 12-13; Galveston (Galvez Hotel). 
Utah—December 7. 

Virginia—April 24-25. 

Washington—March 31. 


OTHER MEETINGS OF INTEREST 


Second Inter-American Regional Institute for 
Hospital Administrators—December 3-16; Lima, 
Peru. 
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Seasons Greetings 





With hope in our hearts—with a prayer 
of gratitude on our lips in humble 
appreciation for the valiant effort and 
unequal sacrifice of those who bear the 
scars of battle—we repeat the old, yet 
ever new, expression of friendship and 
goodwill. May the New Year bring last- 
ing peace and encouragement for all. 


ik KOHAST AWM & COMPANY, /INC. 
©89 PARK PLACE, NEW YORK-7 
©11-13 E. ILLINOIS ST., “ay ANS se 


ATLANTA - BALTIMORE - BOSTON - BUFFALO - CINCINNAT! - CLEVELAND + DALLAS - DENVER - DETROIT - HOUSTON - INDIANAPOLIS 
KANSAS CITY, MO. - LOS ANGELES - MINNEAPOLIS - NEW ORLEANS - OMAHA - PHILADELPHIA - PITTSBURGH - ST.LOUIS - SAN FRANCISCO 
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M. Burneice Larson, Director 


Another anniversary for Pearl Har- 
bor this month — three years have 
passed. If during these years you 
have been associated with the hos- 
pital world you have been aiding 
in a gallant effort to protect health 
on the home front with a steadily 
dwindling staff. 


Though your responsibilities have 
increased, so has your ability to 
cope with them. Perhaps you are 
now ready to accept an appoint- 
ment in which your capabilities are 
fully recognized. If you have been 
assisting a department head, you 
may now qualify to head a depart- 
ment yourself. Or perhaps you 
have been qualifying in a special 
field while serving a hospital in 
some general capacity. 


We can send you information on 
splendid openings for administra- 
tors, physicians, nurses, medical 
technologists, dietitians, hospital 
business personnel. Let us know 
your interests and we shall forward 
details concerning opportunities 
which will appeal to you most. All 
correspondence is confidential. Our 
service is nation-wide. 


M. BURNEICE LARSON 


Director 
The Medical Bureau 
PALMOLIVE BUILDING 
CHICAGO 11 

















OUR PRESIDENT has attended two 
x state hospital association 
meetings during November. The 
Maryland-District of Columbia 
meeting was held in Baltimore, 
early in November, and the Mis- 
souri convention was held in St. 
Louis, in the middle of that month. 
The two meetings were well at- 
tended, and I 
was greatly 
impressed by 
the excellence 
of the pro- 
grams and 
the array of 
imported tal- 
ent who were 
experts in 
their respec- 
tive fields. 

The theme of 

each gathering was postwar plan- 
ning. It is interesting to know that 
each of these groups is well ad- 
vanced with statewide surveys. 
Maryland has already published an 
extensive report on its health sur- 
vey, which should interest all of us 
in the hospital field—and by the 
way, copies are available for loan 
from the Bacon Library. 

I thoroughly enjoyed being pres- 
ent at these meetings. I want to 
congratulate the officers, trustees 
and members of these two pro- 
gressive state associations for their 
untiring efforts to advance the 
standards of hospital care in their 
respective states. It is to be hoped 
that a majority of states will rapidly 
develop hospital and health sur- 
veys, as well as consider new legis- 
lation whereby federal subsidies 
may be made to states for hospital 
planning surveys and hospital con- 
struction programs. 

There was a most important 
meeting of the Joint Committee of 
Protestant, Catholic and American 





Hospital Associations held in 
Washington, D. C., November 4, to 
discuss proposed federal legislation 
for subsidies to states for the. pur- 
pose of surveys of hospital needs, 
and for hospital construction where 
the surveys indicate the need. Also 
present were representatives of the 
American Medical Association and 
the American Public Health Asso- 
ciation. 

All agreed that the proposed 
legislation would relieve an urgent 
need, and agreed to sponsor such 
legislation when it is introduced in 
Congress. Much was accomplished 
at this meeting and another meet- 
ing will be held in early December 
to further the final preparation of 
this important and_ progressive 
legislation. . 

x *k * 


As a follow-up of the meeting of 
State association presidents and 
secretaries held during the Cleve- 
land convention, where proposed 
federal legislation was discussed, 
the minutes of the meeting are 
being mailed to all state associa- 
tions with a plea that action be 
started on the state level to get state 
planning surveys under way, and 
to prepare any needed enabling 
legislation so that it may be intro- 
duced during the coming sessions 
of state legislatures, many of which 
will meet during 1945. It is impor- 
tant that those states which have 
planning commissions already func- 
tioning keep in touch with Dr. 
Arthur Bachmeyer, director of the 
Commission on Hospital Care. All 
communications to Dr. Bachmeyer 
may be addressed to 18 East Di- 
vision Street, Chicago 10. 


mes tie We 


I attended the meeting of the 
Council on Professional Practice 
which was held in Washington 
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NOW—-A DEQDORIZING PLASTER BANDAGE* 


Bauer & Black is pleased to announce 
another Curity “first”... the Curity 
Deodorizing Bandage. Now for the first 
time, a clinically tested, plaster bandage 
is available which solves the problem of 
offensive odor in the closed plaster treat- 
ment of compound fractures, osteomyelitis 
and extensive burns and wounds. 


The Deodorizing Bandage accomplishes 
this radical improvement, not by masking 
or oxidizing the odor, but by acting on 
the principle of the gas mask to adsorb it. 
Deodorizing casts relieve the hospital of 
the inconvenience of isolating patients 
undergoing the Orr-Trueta treatment 
and remove the most frequent cause of 
interrupting the casting period. Yet they 
interfere in no way with the wound 
or its surgical treatment. The Deodorizing 
Bandage makes a cooler, more porous 


*Pat. Applied For 


Products of 


A Feature of the New 
Curity OSTIC PLASTER LINE 


BANDAGES + SPLINTS - DEODORIZING BANDAGES 


cast, permits greater aeration, absorbs 
more wound drainages. 


STRONGER CASTS... 
SAFER IMMOBILIZATION 


In addition to Deodorizing Bandages, the 
new line offers Curity Ostic Plaster 
Bandages and Splints, which give speedy 
and greater initial and final strength, safer 
and more positive immobilization. These 
materials wet out in three to four seconds, 
set in about seven minutes — save valuable 
time for doctors and nurses. Plaster loss is 
minimized, fewer bandages per cast are 
used, finished casts are more durable. 


With these important improvements, 
the Curity Ostic Plaster Line brings you’ 
another Bauer & Black aid to better 
patient care. 





r. (BAUER & BLACK) | 


wiliion TO IMPROVE TECHNIC...TO REDUCE COST 


Si 
2 


Division of The Kendall Company, Chicago 16 
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Beautiful, dignified, 
permanent. Nothing to 
compare with “Hollister 
Quality” copyrighted birth 
certificates. Produced by 
offset lithography on Hurl- 
but Diploma Parchment— 
all new white rag content. 
Sent to you each enclosed 
flat in envelope to match. 


Footprint Gutfits 
Baby’s footprints and mother’s 


thumbprints on our certificates 
remain as proof of identity for life. 


Long-Reach 
Seal Presses 


A good imprint of official seal of 
hospital on gold wafer attached to 
certificate, adds authority. 


Duplex 
Certificate Frames 


Hollister birth certificates, when 
framed and hanging in home and 
hospital, are productive publicity. 


and illustrated booklet 


sent upon request. 


{ Sample birth certificates 


Franklin C. Hollister 
Company 


538 West Roscoe Street 
CHICAGO 13 











early in November. Many _prob- 
lems were discussed, and the coun- 
cil is embarking on a most aus- 
picious program covering many 
subjects of interest to our hospitals, 
e.g., the care of alcoholics; the 
problems of tuberculosis in general 
hospitals, covering patients and 
personnel; the rewriting of several 
manuals; the formulation of a mor- 
bidity code; isolation in hospitals, 
and several other problems of in- 
terest. The council discussed the 
advisability of holding institutes, 
as it has not sponsored an institute 
to date. It was decided to explore 
the possibility of an institute for 
record librarians, in conjunction 
with the American Association of 
Medical Record Librarians. 


x * * 


We were all shocked to hear of 
the sudden and untimely death of 
Dr. E. C. Ernst, assistant director 
of the Pan-American Sanitary Bu- 
reau, on November g. Dr. Ernst had 
been a valuable member of the 
Council on International Relations 
since its inception. He was greatly 
interested in the affairs of the Amer- 
ican Hospital Association and had 
attended the conventions for several 
years past. He attended the Mexico 
Institute last January and was to 
have attended the Lima Institute 
in December. His passing will be a 
great loss to the Pan-American Sani- 
tary Bureau, as well as to us. I 
shall miss his sound advice and 
sincere friendship. 


x ® ® 


As this issue of HospitrALs goes to 
press, I will be on my way to Lima, 
Peru, where I will represent the 
American Hospital Association as a 
member of the faculty of the Sec- 
ond Regional Institute for Hospi- 
tal Administrators of the Inter- 
American Hospital Association. I 
am looking forward to this trip 
with considerable enthusiasm. It 
will be by plane from Miami, stop- 
ping overnight at Panama. I have 
not been in a plane since the last 
war, so that this experience alone 
will be an event in itself for me. 

Bob Buerki, Jim Hamilton, Mon- 
signor Griffin, Dr. Vane Hoge, 
Father Bingham, Claude Munger, 
Dr. MacEachern, Admiral Sutton 
of the Navy Medical Corps, Gen- 


eral Dunham of the Army Medical 
Corps, Dr. Hugh Cumming of the 
Pan-American Sanitary Bureau, 
and Fred McNamara of the United 
States Budget Bureau, are also 
members of the faculty. This 
meeting promises to be of his- 
toric importance in the establish- 
ment of friendship and good will 
between the hospitals of North and 
South America. I feel greatly hon- 
ored in being invited to attend this 
gathering. I will try to include in 
the January column some of the 
details of the meetings and also of 
my travel experiences. The copy 
for January will have to be written 
while I am in Peru and sent to 
the editor by air mail so as to make 
the deadline. It will, therefore, be 
an all-Peruvian column. 


nS 


The new year promises to bring 
forth many legislative problems 
and our Washington office will be 
very busy. You may rest assured 
that you will be kept informed 
through bulletins and Hospirats of 
all happenings. 

The Lynch Bill, whereby hospi- 
tal employees will be given some 
of the benefits of social security, will 
receive the attention of the present 
Congress. We should all support 
this bill, as it will bring to hospital 
employees benefits which they 
should have had under the present 
Social Security Act. 

We may expect a reintroduction 
of legislation for compulsory health 
and hospital insurance in the new 
Congress, and should be prepared 
to take a firm stand, based on the 
Statement of Principles adopted by 
the House of Delegates in Cleve- 
land. Our cause is much stronger 
now than it was a year ago. It is, 
however, vitally important that we 
stand firm for the things we believe 
are essential for the maintenance 
and continued improvement of hos- 
pital care. This means that we 
must unite with the medical asso- 
ciations and all other allied hospi- 
tal agencies, so that we can meet 
the demand for a better distribu- 
tion of hospital and medical care. 

United we stand—divided we fall. 


Aneesh Sins, n.d, 
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HOW MUCH 
PRECIOUS 
BLOOD 

DO YOU LOSE 
IN THE 
TUBING «= 


The barest 
minimum — 
when you use 
the Cutter 
Y-tube set-up! 


IT’S SERIOUS BUSINESS — when records show 
that as much as 40 to 60 cc. of precious blood 
are donated to tubing during transfusions! 


It’s an economic waste that’s unnecessary. With 
Cutter Y-tube equipment, combining the Sedi- 
flask with any chosen solution, nothing is lost. 
Initial infusion is with solution, which is then 
stopped and blood started. After transfusion is 
complete, the remainder of the solution “brings 
up the rear,” washing every last drop of blood 
from the tubing. 


Sensible ? Certainly — especially since there 
need be only one vein puncture to supply both 
blood and solution! See that your hospital is 
equipped with this convenient Y-tube set-up. 


CUTTER LABORATORIES, BERKELEY, CALIFORNIA * CHICAGO * NEW YORK 











SUDS 
Vanish 


Unused soap goes down the 
drain . .. the ironer’s time 
goes out the window... and 


laundry costs have gone awry. 


Faulty laundry operations, 
ruining fabrics and delaying 
linens, add hidden cost to ob- 
vious high expense. The busy 
hospital administrator must 
have a finger-tip system of 


laundry control. 


Hospital Research Corpora- 
tion specialists are trained to 
analyze laundry problems, 
recommend and supervise im- 
provements and install con- 


trol systems. 


Hospital 
Kesearch 
Corporation 


James C. Downs, Jr., President 


FIRST NATIONAL BANK BLDG. 


CHICAGO 3, ILLINOIS 




















It's Up to Us 

Believes J. A. BLAHA 

Business Manager, Grand View Hospital 

Ironwood, Michigan 

I have read with a great deal of 
interest John R. Mannix’s article, 
“Why Not An American Blue 
Cross?” and the comments for and 
against appearing in your succeed- 
ing issues. 

I cannot help but endorse Mr. 
Mannix’s leadership in this article, 
because if we of the voluntary hos- 
pitals do not do something about 
the health security of the nation 
the government of these United 
States, by popular demand, will. 

I believe that Mr. Mannix’s arti- 
cle has “got there first with the 
most,” and if we follow his leader- 
ship in the Blue Cross plans of the 
future and give him our unquali- 
fied support, the voluntary hos- 
pitals will have no cause to worry 
about our government stepping 
into the practice of medicine and 
its affiliated fields. 


Near End of Era 

Predicts LOUIS C. RITTMEYER 

Administrator, Tuberculosis Hospital 

Price Hill, Cincinnati 

The humanitarianism that mo- 
tivated the growth and develop- 
ment of the voluntary hospital pre- 
cludes a profit motive; or does it? 
Rising from the status of a “place 
to die” the voluntary hospital has 
become a vital and necessary part 
of our existence. Its “on the second 
service” is taken for granted and 
our mode of life would certainly be 
wounded seriously if it were denied 
us. This has been forcibly impressed 
during the past months when hos- 
pital beds were at times almost un- 
available. 

But have we done as thorough a 
job of selling the financial value of 
this service? Without a doubt the 
general public still has an errone- 
ous idea of its cost. The charity as- 
pect, originally*a necessary part of 
the whole program, has tenaciously 
clung to the public conception of 
hospitalization. 

It seems ridiculous to have to de- 
fend a schedule of charges for such 


valuable and: indispensable service; 
but don’t we? When we stop to 
think that, with few exceptions, the 
inclusive hospital charges we ask 
from our patients are less or, at 
most, no more than these same peo- 
ple ‘cheerfully pay for a room and 
meals in a moderate class hotel, we 
wonder if a real appreciation of the 
organization, plant and equipment, 
plus the multitude of professional 
service required to care for a pa- 
tient properly, are really known 
and understood. 

Perhaps there is a fear that we 
may be accused of taking advantage 
of those who are in distress. On the 
other hand, we see these selfsame 
people spending many times an 
average hospital charge getting 
themselves sick through excesses 
and dissipation. 

Hospitals are gradually losing the 
exempt status they formerly enjoyed 
and are beset with law suits and 
burdens heretofore unknown. They 
are held legally responsible for the 
acts of employees whom they must 
perforce select on a cost basis in- 
stead of for efficiency and ability. 
Except for certain professional em- 
ployees, hospitals have always been 
known as low-salaried places of em- 
ployment, to be sought only by 
those who cannot qualify in indus- 
try. Consequently, the standard has 
often bordered on the moronic. 

The present emergency has forced 
us to pay the wages that previously 
would have secured a better quality 
of personnel. To meet increased 
costs we have raised rates with no 
untoward reaction from the public. 
Instead, the demand for hospital 
beds is steadily and rapidly increas- 
ing. Doubtless our Blue Cross plan 
has taught the lesson of collective 
protection for an emergency, but 
the proof will come only when and 
if we have an industrial setback. 
Perhaps these same people with 
higher incomes would be able to 
meet their hospitalization costs in- 
dividually. 

Why not grasp now the certain 
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Greatest specialist in the world is Santa himself, who the long year ’round 


thinks of nothing but Christmas and of the spirit of giving. The fruits of Ais 


specialization are satisfaction and happiness. The fruits of ours, in the field 


of hospital textiles, are helpfulness, technical knowledge, and experience— 


all of them yours for the asking. 


RHOADS & GCOMPANY 


PHI LADELP-H IA 


Specialists in. Hosplal Textiles Since 1894 
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iacts that our fountains of bene- 
ficence are drying up and that op- 
erating deficits and new construc- 
tion must be financed on a business 
basis? For those who cannot pay all 
or any part of their hospitalization 
costs, a safe and certain method of 
underwriting is necessary, quite 
probably by means of subsidies from 
sources able to levy for the general 
public welfare. 


We approach the end of an era. 
The future holds much uncertainty. 
We know the public will demand 
more and better health protection 
and care. Can the voluntary hospi- 
tal meet the demand? The answer 
lies in the development of a sound 
fiscal program. We need to do a 
lot of thinking—now. If we don’t, 
others will do it for us. 


Hold More Institutes 

Suggests A. E. HARDGROVE 

Superintendent, John N. Norton 

Memorial Infirmary 

Louisville, Kentucky 

The response to the third insti- 
tute on hospital purchasing clearly 
demonstrates the desire on the part 
of departmental executives to in- 
crease their efficiency and better pre- 


pare themselves for their duties. 
Members came from 26 states—ex- 
tending from Oregon to Florida to 
Massachusetts—with the total de- 
sired enrollment being registered. 


The interest evidenced at this in- 
stitute, repeating, as it does, the en- 
thusiastic attendance at other cor- 
responding institutes previously 
held this year, should encourage the 
American Hospital Association to 
adopt a comprehensive program of 
departmental institutes. Improve- 
ment of departmental supervision 
means improvement of hospital ad- 
ministration with greater economy 
and efficiency, and with the ulti- 
mate result of better care for the 
patient. 


It presents a challenge to each 
council to survey the needs of the 
departments whose activities fall 
within its scope, and to inaugurate 
institutes wherein their depart- 
mental executives may have the 
same advantages as those for whom 
institutes are already being held. 
For illustration, there is a real need 
wherein our housekeepers can pre- 
pare themselves to become, in fact, 
“executive housekeepers.” 


Is it too much to look forward to 
the time, in the not-too-far-distant 
future, when the Association must 
provide itself with a permanent in- 
stitute building affording, under 
one roof, parking, dining-room, 
dormitory and classroom facilities 
such as are to be found at the In- 
stitute Center of the University of 
Minnesota? The difficulty in ob- 
taining suitable institute accom- 
modations at the present time in- 
dicates the need for such a develop- 
ment when the program of depart- 
mental institutes has fully mate- 
rialized. 

It has been agreed that the Amer- 
ican College of Hospital Adminis- 
trators should be given ‘the responsi- 
bility of institutes for hospital ad- 
ministrators. 

There is the need for improve- 
ment of departmental administra- 
tion (the desire to improve them- 
selves has been fully evidenced by 
departmental executives), and it 
now becomes the opportunity and 
the responsibility of the American 
Hospital Association to provide the 
means to meet this demand—a com- 
plete program of departmental in- 
stitutes. 











In Perfect Balance 


When protein intake is inadequate or cannot be assimilated, Paren- 
amine (Amino Acids Stearns) aids in restoring nitrogen balance. 


This parenteral substitute for protein alimentation is often remarkably effective in 
accelerating the healing of burns and wounds—in shortening the convalescent period 
following surgery—when dietary conditions limit the intake of essential proteins. 





> Otearns 


Available for parenteral and oral administration as a 15% solution in 
100 cc. rubber-capped vials. Details of therapy available on request. 
Trade Mark Parenamine Reg. U. S. Pat. Office 
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1942 HOSPITAL BED 


with Mount Sinai Adjustable Bottom 


The Hall 1942 Bed, for years popular in 
private rooms and wards, is of strong, last- 
ingly rigid construction, enduringly comfort- 
able and dependable for continuous long- 
time service. 


FRANK A. HALL & SONS 


Beds Built Especially for Hospitals 
Office—120 Baxter St., New York 13, N. Y. 
Salesroom—200 Madison Ave., New York 16, N. Y. 











THIS SOAP RESPECTS 
THE SURGEON’S HANDS 


GERMA-MEDICA’S reputation as the outstanding 
scrub-up soap is built on more than its ability to as- 
sure absolute surgical cleanliness. It comes also from 
Germa-Medica’s friendly action on tender skin. 

For Germa-Medica is compounded of purest cocoa- 
nut oil blended with a generous amount of synthetic 
olive oil. Also, the high glycerine content in Germa- 
Medica prevents hard water minerals from irritating 
the skin. That is why Germa-Medica leaves the hands 
soft and refreshed—even after repeated scrub-ups. 

_So switch now to Germa-Medica’s gentler cleansing 
action—to its guaranteed mildness that makes it the 
finest liquid surgical soap that money can buy. 


THE HUNTINGTON <8 LABORATORIES INC 


OtmvER HUNTINGTON INDIANA ° TORONTO 


AMERICA’S FINEST SURGICAL SOAP 
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PLAN NOW WITH HOFFMAN 


FOR YOUR POST-WAR HOSPITAL LAUNDRY 


Now is the time to plan the modernization of your post- 
war hospital laundry. Then you'll be ready to act, when 
all the machinery required is again available. Experi- 
enced engineers are available now — to survey your 
needs and submit complete recommendations as to Ww 
selection and arrangement of equipment. peemmenes 


§ 





U. S. HOFFMAN (0:35 
COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 
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Effect of external and internal heat on the pulse rate at comparable rectal temperatures. 
From Physiology of Hyperpyrexia (S, L, Osborne), Dissertation for the Doctorate, North- 


western University, 1940. 


FEVER THERAPY WITH MINIMAL INCREASED PULSE RATE 


As a result of long experience and extensive research 
in fever therapy, current literature points with in- 
creasing frequency to the important difference 
between external and internal heating, the two methods 
most generally used to raise the body temperature 
and maintain it at fever level for several hours. 


The contention is, that the use of external heating 
alone, i.e., a cabinet in which heated and humidified 
air is directed over the patient to produce and main- 
tain fever, reverses the thermal gradient of the body 
by heating the skin higher than the viscera. 


To circumvent this effect, the combined use of such 
a cabinet with the high frequency induction field is 
recommended. Thus the induction field (for internal 
generation of heat) is utilized to elevate the patient's 
temperature to the desired plateau, after which the 
cabinet serves merely as a thermal insulator to 
minimize heat loss from the patient. The composite 


curves of rectal temperature and pulse rate, shown 
above, effectively depict the resulting advantage of 
this method over external heating alone. 


When the G-E Inductotherm is used in combination 
with the G-E Fever Cabinet, your patient is assured 
of conditions which not only minimize discomfort 
but also contribute toward greater safety while 
undergoing each treatment. And to substantiate 
this statement, we shall be glad to send reprints of 
authoritative articles. Ask for Reprint Set No. J112. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO (12), ILL., U. S. A. 


Gods Besp Buy 4S: bles Bonds 
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WE SERVED 
THE NAVY 
THEN— 


IN 1907—the U.S.S. SOLACE, the first 
Navy hospital ship. Equipped by The 
Hospital Supply Company and The Wat- 
ters Laboratories. 





WE SERVE 
THE NAVY 
NOW - 


1944—The present-day U.S.S. SOLACE, 
second Navy hospital ship to bear that 
name, was the first such ship to be com- 
missioned (August, 1941) in the present 
war—and has been on active service since 
December, 1941. This Navy vessel, with 
its trained personnel and modern equip- 
ment, is typical of the hospital ships 
for which The Hospital Supply Company 
provides equipment. 


B.. in 1907, The Hospital Supply from the largest medical centers to the 
Company and The Watters Labora- smallest private hospital. 


tories equipped the first Navy hospital ship, 
the U.S.S. SOLACE. In the 37 years inter- 


vening we have regularly supplied our 


The services of our Engineering depart- 
ment, staffed by men of long specialized 
rm f : experience, are available for advice and 
Climax Sterilizers, Disinfectors and Hospital 


2 d technical information. 
Equipment for Navy ships of every kind. 


We are proud of that record —proud to 


have had a part in serving the Navy in two THE 


World Wars. And the same kind of honor- HOSPITAL Su PPLY COMPANY 


built equipment we furnished the Navy, we 155 East 23rd Street 


have also made for the U. S. Army, the New York 10, N.Y. 


U. S. Maritime Commission, and hospitals, 


Since 1898 manufacturers of Climax Sterilizers, Disinfectors, 
Hospital and Surgical Equipment, Instruments and Supplies. 
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hy eee From’ Feadqua rters 


OLLOWING Is a selection of the 
sae inquiries for information 
that come regularly to Association 
headquarters. Requests that cannot 
. be accommodated in this space are 
answered by mail. All members are 
invited thus to call on the head- 
quarters staff for service. 


“There seems to be some difference of 
opinion in this community relative to the 
laboratory requirements that have to do 


with microscopic examinations of speci- 
mens. In discussing this with our path- 
ologists his claim is that on many speci- 
mens, i.e., appendix, some small growths, 
etc., microscopic examinations are not re- 
quired. May I kindly ask you for the 
American Hospital recommendations in 
this regard? 

“I would like to have some information 
relative to the number of patients cared 
for in small hospitals in the United States 
as well as the number of patients cared for 
in large hospitals. By small hospitals I 
mean 100 beds and under.” 





Everything you want in a soap dispenser 
you get in the NEW Vestal Septisol Dis- 
penser. There’s BEAUTY—a shiny black 
plastic top that stays bright. There’s 
ECONOMY -— it’s regulated to supply the 
exact amount of soap desired. No waste. 


No dripping. There’s CONVENIENCE— 


it’s foot operated .. . hands are free. And 


above all, there’s SAFETY—the plastic 
top prevents verdigris (the greenish sub- 
stance that forms on metal) from form- 
ing and contaminating the soap. Also,the 
hands do not touch the dispenser. 


SEPTISOL SURGICAL SOAP 

is scientifically prepared from a blend of fine 
vegetable oils. Made especially for use in scrub- 
up rooms. It lathers to a smooth creamy rich- 
ness helping to eliminate dangers of infection 
and roughness that come from use of harsh, irri- 
tating soaps. Best on the market for scrub-up 
room use. 


VESTAL CHEMICAL 


LABORATORIES, Inc. 
ST. LOUIS NEW YORK 








Comment: The following quota- 
tion from the ‘Manual of Hospital 
Standardization” of the American 
College of Surgeons concerning the 
examination of tissue may be help- 
ful: 

“Too much stress cannot be 
placed upon the importance of rou- 
tine examination of all tissues re- 
moved at operation. Every piece of 
tissue should be sent to a qualified 
pathologist for gross or microscopic 
examination and report. For fur- 
ther elucidation or confirmation of 
the diagnosis, a microscopic exami- 
nation should be made of all tissues 
at the discretion of the pathologist. 
Investigation has shown that the 
larger accredited clinical laborato- 
ries are usually willing to co-oper- 
ate with the small hospital in pro- 


‘viding this necessary supplementary 


service at a cost that is not prohibi- 
tive, and certainly every patient in 
a modern hospital is entitled to this 
service.” 


You will notice that this recom- 


mendation places responsibility on 
the pathologist to determine wheth- 
er or not microscopic examination 
is indicated. Reference to pages 32, 
36 and 41 of the Manual on Hos- 
pital Standardization will provide 
more detailed information. 


Approximately 75 per cent of the. 
hospitals in the United States have 
100 or fewer beds; 12 per cent have 
from 100 to 200 beds; 8 per cent 
have 200 to 600, and 5, per cent have 
600 or more. The number of pa- 
tients cared for in hospitals of any 
given size can be tabulated from the 
material in the Journal of the Amer- 
ican Medical Association of March 
25, 1944. There you will find statis- 
tics on all hospitals registered with 
the American Medical Association, 
the number of beds and the number 
of admissions—Huco V. HUuLLEr- 
MAN, M.D.; Secretary, Council on 
Professional Practice. 


“I am administrator of a 16 bed hos- 
pital, the bulk of our service being ob- 
stetrical and emergency with some medi- 
cal and minor surgery. We have an x-ray 
service but this is practically limited to 
bone work since we haven’t a registered 
technician. 

“The population of the county we are 
located in is about 40,000 but there are 
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A SUTURE 


sUaNriry piscounrs | FOR EVERY SURGICAL TECHNIC 


QUANTITY DISCOUNTS 
SAVE YOU MONEY 


Ethicon’s generous quantity dis- 
counts on catgut also apply to TANTALUM AND OTHER MATERIALS 
other suture materials. Items may 
be combined to earn even lower e When you standardize on Ethicon Sutures you have avail- 
prices, 2 ‘ . 

Your Ethicon representative able the most comprehensive line of sutures and allied 
will be glad to show you how you 
can effect the greatest economies 


in the purchase of all your one standard of quality—the highest. 


sutures. 


CATGUT *© SILK © COTTON © LINEN *© NYLON 


materials, all produced under strict laboratory control to 
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DIVISION OF JOHNSON & JOHNSON, NEW BRUNSWICK, NEW JERSEY 
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three hospitals of greater capacity to draw 
on, though any one of them is at least 20 
to 25 miles away. Our village has a popu- 
lation of 5,000. 

“I understand that you have a code of 
ethics, also a booklet on the constitution 
and the by-laws for hospitals, and general 
information that would be of great assist- 
ance to me. An accounting manual was 
also mentioned at the convention which 
might be of some assistance to our book- 
keeper. Being a small hospital, of very 
little means, everything we do of necessity 
must be as simple in form as possible. 
Therefore, we have avoided any com- 
plicated form of bookkeeping. 

“I don’t know what else I can tell you 
about our hospital, although I would be 
glad to answer any questions that you 
would deem necessary in order to assist 
me. I took over the supervision of this 
institution a year ago October and would 
like to know how I could become a mem- 
ber of the American Hospital Association. 

“If you have anything on the standards 
of handling records I’d appreciate those 
also.—Mrs. Alice Thrane, superintendent, 
Emma Laing Stevens Hospital, Granville, 
Meee 


Comment: Certainly your desire 
to render the highest type of service 
possible to your community is most 
commendable and you may be sure 
we shall be glad to do what we can 
at any time to assist you. The Bacon 


Library here in the Association is 
sending you information with re- 
spect to the Code of Ethics, a copy 
of the recently revised By-Laws for 
Hospitals, a copy of the Manual on 
Uniform Accounting, and some ma- 
terial with respect to standards for 
handling records. The accounting 
manual is being used widely and is 
recommended for use with respect 
to the EMIC program. 

The Bacon Library, you will be 
interested in knowing, is the only 
library of its kind and the only 
source for much material of impor- 
tance to hospitals and hospital ad- 
ministrators. 

You mention in your letter that 
you would be interested in learning 
about membership. I believe you 
will find membership very worth 
while. The services of the Library, 
as already mentioned, will be avail- 
able to you as a reference source on 
innumerable problems. 

Copies of the accounting manual, 
and a number of other manuals sent 
to the hospital upon joining, fur- 
nish a considerable amount of valu- 
able information for the adminis- 





White or maroon 
Medium weight 


Double coated 
Boilable 


Tested according to government specifications C S 114-43 
for hospital sheeting. EXCEEDED requirements and 
resistance to mineral oil, phenol 5%, alcohol 70%. Will not 
crack upon creasing. No moisture penetration under 
hydrostatic pressure of 30”. Supplied in any size 

bolts, 36” wide. Send for sample swatches and prices. 


HOLLAND-RANTOS COMPANY, INC. 
551 FIFTH AVENUE, NEW YORK 17, W. Y. 


trator. You will receive the official 
journal, Hospira.s, each month and 
benefit from the many programs be- 
ing developed by each of the coun- 
cils. From the Washington Service 
Bureau, in Washington, as part of 
the Association activities, you will 
receive regularly special bulletins of 
vital interest to you. From. the size 
of your hospital your dues would 
very likely be the minimum, which 
is $5 a month or $60 for the year. 

I am enclosing an application 
blank in the event you desire mem- 
bership. — KENNETH WILLIAMSON, 
Secretary, Council on Association 
Development. 


“Do you have material that could be 
used by our local paper (from time to 
time within the next three weeks) to foster 
a greater interest in the community hos- 
pital? 

“We are planning to start the drive for 
funds for our addition during this time, 
and would appreciate any help with the 
publicity campaign that you could give 
us.” 


Comment: The American Hospi- 
tal Association does not attempt to 
give a service as complex as fund- 
raising requires. There are commer- 
cial organizations whose entire ac- 
tivity centers about efficient and 


successful campaign development; 
however, the Association, through 
its councils, can give services that 
will be of assistance in such cam- 
aigns. 

In fulfilling this request the 
Council on Public Relations sent 
to this writer a series of newspaper 
releases designed to arouse public 
interest in the hospital just prior to 
and during the campaign. 

In addition to the written news 
releases, the inquirer received an 
outline of publicity organization 
and a list of news-generating events 
and occurrences. In similar in- 
stances, standard radio scripts have 
heen sent to the hospitals, and re- 
cently the six transcriptions pro- 
duced by the Association in con- 
junction with the United States 
Chamber of Commerce have been 
employed as background material 
for fund-raising campaigns. 

An ever-increasing file of infor- 
mation and public relations mate- 
rial is being readied by the council 
to facilitate these services in re- 
sponse to requests from the Associa- 
tion’s membership.—Jon M. Jon- 
KEL, Secretary, Council on Public 
Relations. 
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A READY REMEDY FOR THE 


HOSPITAL HELP SHORTAGE 


Do you doubt that your labor and equipment shortages can be 
remedied? Try Lily-Tulip paper Cups for serving orange juice, milk, 
supplementary feeding, and for use particularly in the infectious 
wards. Try Lily-Tulip portion cups for serving side-dishes such as 
salads, vegetables, relishes, dressings and desserts. Then note the 
labor, time and expense saved! 


The nuisance and high cost of handling small dishes are first to 
go. This includes dishwashing—the sterilization problem—the noisy 
clatter and costly breakage—the wear on expensive equipment— 
the bother of hot water, washing compounds, etc. Many institutions 
have proved through experience that Lily-Tulip paper service is not 
only faster, quieter and safer—it is also more economical. 


The Lily-Tulip Cup is a symbol to patients of sanitation and pro- 
tection against the spread of saliva-borne infections. Dainty and 
appetizing in appearance, too. LILY-TULIP CUP CORPORA- 
TION, 122 E. 42nd St., New York 17, N. Y.—1325 St. Louis 
Ave., Kansas City 7, Mo.—3050 E. 11th St., Los Angeles 23, Cal. 


LILY -TULIP 


PAPER CUPS anp FOOD CONTAINERS 
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A REAL HEALTH PROGRAM 
FOR RURAL AMERICA 


ARMERS in this country have 
Foeen putting up-with a kind of 
health service that city folks would 
simply have ceased to tolerate long 
ago. They have gone without health 
care very much as they have put up 
with having no bathrooms or run- 
ning water. It was just supposed to 
be the way that country life was. 

Everybody knows that farmers 
have had relatively few doctors, es- 
pecially young doctors. Everybody 
knows that specialists have stayed 
in larger cities, often 100 to 200 
miles from many of the farm peo- 
ple of their states. Approximately 
40 per cent of our counties are not 
yet covered by a local, district, or 
regional public health unit, while 
many do not have so much as one 
public health nurse. 

Many farmers in the country still 
live an hour from the nearest hos- 
pital in summer and two hours or 
more in winter—with no ambulance 
service. Still more farmers do not 
make full use of the doctors and 
hospitals they have, because they 
fear the cost. You don’t have to go 
to the Deep South to find a rural 
health problem, as most people 
seem to think. You can find a cost 
problem in the best county in Iowa. 
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CARROLL P. STREETER 
MANAGING EDITOR 
THE FARM JOURNAL 


The results show up clearly. Here 
are three striking comparisons be- 
tween rural and urban health con- 
ditions: 

In infant mortality, rural Amer- 
ica lost seven more babies per thou- 
sand live births in 1943 than cities 
did. It lost seven more mothers per 
thousand live births. Incomplete 
figures which Farm Journal has just 
obtained from Selective Service 
show that.4 per cent more white 
rural boys than city boys were re- 
jected in the draft on physical 
grounds alone. For Negroes, 7 per 
cent more rural than city boys were 
rejected. 

All of us, farmers included, have 
taken it for granted that this is the 
way farm life is. Farmers have ac- 
cepted health risks much as they 
have weather risks. But they aren’t 
going to much longer. They’ve de- 
cided that from here on they are 
going to live as other Americans do. 
They are going to have essential 


From a paper, ‘‘Farmers Want a Health Pro- 
gram,” presented at the American Hospital As- 
sociation Third War Conference, in Cleveland, 
October 1944. 


home conveniences, electricity, high 
school and often college education 
for their children, good roads, some- 
thing less than a 16-hour day—and 
health protection. 

They are making the important 
discovery that to get adequate 
health service they will have to 
plan for it, and then go after it in 
an organized way. Just waiting to 
see what will happen won't get 
them anywhere—that’s been proved 
enough. That’s what they have been 
doing all these years. And trying to 
do something about it as individ- 
uals, won’t get them far, either. 
They see now that this is a com- 
munity job. 

I could cite many examples to 
show that this is a genuine trend, 
but I will mention only one. It af- 
fected the whole state of Nebraska. 
Back in 1940, some 1,700 Home 
Demonstration clubs of farm wom- 
en in that state studied a Univer- 
sity of Nebraska bulletin called “Do 
We Want Health?” These groups 
of farm women got so stirred up 
that they finally got a state health 
committee organized. It included 
the state Medical and Dental asso- 
ciations, the state Department of 
Health, the University, and—this is 
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ONE OF 18 unpaid farm home canvassers signs up a rural sub- 
scriber for the health co-operative in San Juan County, Utah. 


MADE FROM a remodeled residence, this little hospital in 
Moab, Utah, serves some 100 Grand County families and another 
group of more than 200 families in adjoining San Juan County as 
rural homes get the benefits of hospitalization service following 
the organization by farmers of their own health co-operative. 


important—a goodly number of 
farmers and farm women. 

This committee studied the rural 
health situation in Nebraska—both 
the lack of health facilities and the 
need of some better means of pay- 


ing health costs. Then it set up a 
number of community experiments, 
which have continued and which 
are doing well today. Because the 
touchy question of medical prepay- 
ment plans was involved, the Uni- 
versity soon got cold feet and would 
gladly have retreated to the safety 
of a “health education” program. 
Farmers, however, wouldn’t permit 
it. At one crucial meeting of the 
committee, 40 farmers drove to the 
meeting from all over the state, 
some coming as far as 400 miles. 
And they kept their program on-a 
bold, courageous level. 

The most significant recent reve- 
lation of the farmers’ awakening to 
their health problems, came at the 
National Rural Health Conference 
held by the Farm Foundation in 
Chicago. For three days the repre- 
sentatives of all three of the big 
national farm organizations — the 
Grange, the Farm Bureau, and the 
Farmers’ Union—sat with a com- 
pany of health leaders to discuss 
the rural health situation and what 
could be done about it. Then they 
went home to determine the stand 
which their national organizations 
will probably take at their conven- 
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tions this winter. In the past, the 
big farm organizations have largely 
overlooked rural social issues and 
have concentrated on farm eco- 
nomic problems and farm legisla- 
tion. There is every indication, 
however, that from now on they 
will pay some real attention to a 
rural health program. 

What all of this means, of course, 
is that the time is here—and now— 
for the health leadership of this 
country to recognize this attitude 
in rural America and to team up 
with farmers in doing something 
about it. What can you do? 

1. Very obviously, you can sup- 
port any sound movement to put 
good rural hospitals in areas that 
need them and don’t have them. 
You can do something to help the 
many sub-standard hospitals in ru- 
ral areas to become safe places for 
a sick person to go. You can help 
rural hospitals establish outposts 
and emergency stations in outlying 
areas. You can encourage rural hos- 
pitals to provide an ambulance 
service for rural patients. There are 
many things you can do. I will not 
attempt to enumerate them all— 
your Commission on Hospital Care 
will doubtless produce the actual 
program. 

The thing that the six million 
farmers of this country would ap- 
preciate, is to see you doing some- 
thing that looks like a serious at- 
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tempt to help them have good 
hospital service. 

2. You can help farm people 
find a way to pay for health care. 
The most important part of this 
job is to support the farmers’ at- 
tempt to have an adequate income. 
Farmers could use some help from 
city people in this regard. Right 
now most farmers are better off 
than they have been in many years. 
A decline in farm income appears 
certain, however, beginning with 
1945. Within a few years farmers 
will have the most burdensome sur- 
pluses they have ever had. The 
present happy situation is probably 
temporary. 

Over a period of recent years, 
farmers have had but 12 per cent 
of the national income, although 
they make up 25 per cent of the 
people. This nation cannot remain 
sound when that large a block of 
the population has an income that 
far out of line. Until farmers can 
have an income approaching that 
of other people in this country they 
will be unable to have adequate 
health service except by govern- 
ment charity—and they don’t want 
charity. 

The second part of the job is to 
help farmers develop a plan for pay- 
ing for medical, hospital and dental 
service. Most farmers want no part 
of a compulsory health insurance 
plan. They will resist it, and if 
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forced someday to go into one, they 
will go under protest. Most of those 
who are aware of wanting any kind 
of prepayment plan want to tackle 
the job on a voluntary, co-operative 
basis. That is what their letters tell 
Farm Journal, and they come from 
all over the country. And it is cor- 
roborated by hundreds of personal 
interviews over a period of years. 

Most farmers of the United States 
are in revolt against government 
planning, government interference 
with their private lives and busi- 
nesses (except as war makes neces- 
sary), and government paternalism. 
They want the government to run 
as few things as possible and they 
think that it runs too much now. 
They are fed up with the AAA and 
the OPA. 

Take this comment from Ray 
Anderson, Farm Journal’s midwest 
editor, who has just travelled 
through the western range states 
visiting with ranchers, sheep men, 
and dry-land farmers. ‘“These folks 
hate fences,” he reports. “They 
never did like ‘em, and they use 
‘em only where and when abso- 
lutely necessary. Most of all, they 
want to build their own fences and 
place them where, in their opinion, 
they will do the most good. 

“That explains why the western 
cattleman fights against the plan- 
ners who would like to map out 
how they should be made to live 
and run their businesses.”’ 

Says Fred Warren, who operates 
300,000 acres in Wyoming: “We 
_ ranchers believe that the more the 
government messes into things the 
worse they get. We are not sold 
on these ‘master minds.’ I circu- 
lated a questionnaire recently and 
got 30 answers in Wyoming. The 
consensus, practically unanimous, 
was that a managed economy 
doesn’t work out.” : 

These comments do not repre- 
sent a unanimous opinion by any 
means, but they are typical of the 
majority opinion as we hear it from 
our 2,500,000 readers. 

Farmers are self-reliant and 
proud of it. What they can’t do 
for themselves individually they 
group together to do co-operatively. 
They always have. They will quick- 
ly resent any government plan 
which intimates that they are either 
too dumb or too shiftless to take 
care of themselves. 
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CO-OPERATION is bringing better health to 
farm families through hospitalization plans. 


This does not mean that they do 
not want government aid in doing 
the things that they can not do for 
themselves, individually or co-op- 
eratively. Most of them would fa- 
vor federal aid in building needed 
hospitals where communities are 
too poor to do it. They believe that 
needy individuals should have med- 
ical care with public assistance 
when necessary. They would favor 
aid which government might give 
in paying for hospital and medical 
care insurance for those who could 
not pay their own. Where they draw 
the line is in having free choice to 
enter a plan at all, regardless of 
who pays for it. 





OPPOSE 
REGIMENTATION 


To sample its readers’ opin- 
ion on hospital and medical 
care, Farm Journal queried 
more than 100 “reader test- 
ers.” Asked if they favored a 
plan for adequate protection 

‘ on a prepaid basis, 98 of these 
rural readers answered “yes,” 
while only six were uninter- 
ested in the proposal. 

Given their choice of volun- 
tary as compared with gov- 
ernment-controlled operation, 
those polled cast a 91 to 10 
vote favoring voluntary opera- 
tion. 











“But,” you may ask, “will farmers 
favor even a voluntary plan? Will 
they co-operate on anything?” 

Let’s see whether they can co- 
operate. There are now in the 
United States 10,450 farmers’ co-op- 
eratives enrolling 3,850,000 people, 
and doing a business of $3,780,- 
000,000 a year. The growth of 
farmer co-operatives has been a 
phenomenon largely of the last 
thirty years. Few have realized what 
a giant the co-operative movement 
has become. 

While most of these co-ops have 
been engaged in selling, a signifi- 
cant number are organized for buy- 
ing. Here are the figures just for the 
buying co-ops: 2,742 organizations, 
1,270,000 members and $600,000,- 
ooo worth of goods and services 
bought. 

Will farmers co-operate? They 
are the most co-operative-minded 
group in the country. They have 
had far more experience with co- 
operation than city people have. If 
you talk to them about buying 
medical and hospital care co-op- 
eratively, they will know from the 
beginning what kind of mechanism 
you are proposing. 

Farmers have co-operated in all 
manner of directions, and could 
easily do it in one more. They have 
had mutual irrigation companies; 
associations for the artificial breed- 
ing of dairy cattle; orchard-spray 
rings; co-operative creameries, ele- 
vators and livestock shipping asso- 
ciations; farm loan associations; 
machinery co-operatives; mutual 
telephone companies; rural elec- 
trification co-operatives—and half a 
hundred others. 

Closest parallel to voluntary 
health insurance associations is the 
farmers’ mutual fire insurance com- 
pany. For decades farmers have 
banded together in local groups for 
protection from fire. The number 
of these groups has remained re- 
markably stable. Between 1914 and 
1941 (latest year for which figures 
are available) the number fluctu- 
ated between a low of 1,826 asso- 
ciations in 1933 and a high of 1,947 
in 1914. 

Farmers have shown that in 
health insurance itself they are 
good buyers. The Farm Security 
Administration found that when its 
clients were offered a chance to buy 
into a medical care plan an average’ 
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of 52 per cent of them did, and 
in some places as many as 8g per 
cent did. Blue Cross has more than 
500,000 rural members now. 

I believe that this half million 
will prove to have been the hardest 
to sell. Farmers are not quick buy- 
ers of a new thing. Many an agri- 
cultural extension worker and farm 
magazine editor has wondered 
whether he would ever have pa- 
tience enough, or live long enough, 
to see farmers adopt a new and 
proved farming practice. Then a 
few do. Their experience is a dem- 
onstration. Eventually, farmers ev- 
erywhere take it up. The same may 
very well be true of prepayment 
health plans, as soon as a few de- 
vices make them easier to buy and 
collect for. Those devices should 
not be too hard to think up. 

I do not mean to suggest that any 
pre-payment plan will not need 
vigorous selling. On the contrary, 
it will need sustained, aggressive 
selling. But if persisted in, one of 
these days it can yield big results. 
Of that I am confident. 

3. Take farm folks in on the 
planning, either for health facili- 
ties or payment plans. It’s just 
amazing how few of the do-gooders 
in this world do that common sense 
thing. Everybody is present when 
the plans are laid except the bene- 
ficiaries, for whom the whole thing 
is promoted. Incidentally, I don’t 
see the names of any full-time farm- 
ers or farm women on your Com- 
mission on Hospital Care. 

Farm folks will invariably sur- 
prise you. I know that they have 
surprised me regularly for 20 years 
and are still doing it. You will be 
surprised at how well-informed, in- 
telligent progressive, and sound in 
their judgment they are. That’s as 
true of the women as of the men. 
They won't know much about hos- 
pitals or hospital care, of course, 
but they will have the most worth- 
while idea of anybody on what they 
need, what they want and how they 
want to pay for it. They can com- 
municate the plan to the people 
whom they represent, with less sales 
resistance than you can. 

It seems high time for leaders in 
all of the health fields, hospitals in- 
cluded, to ally themselves with farm- 
ers in mapping, and then pushing 
forward, a real health program for 
rural America. 
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In Rural Health the Great Need Is 


T HIS IS NOT an attempt to express 
the views of a farmer as typi- 
fied by Millett’s “Man With The 
Hoe,” bowed by the weight of cen- 
turies, accepting hard toil and 
whatever calamity befell him, the 
while he muttered, “Thy will be 
done.” Rather it is representative 
of the American farm family on the 
land —the organized farmer who, 
with shoulders squared to accept 
his share of responsibility, looking 
up and beyond his green acres, with 
a deep conviction prays, “Thy will 
be done on earth as it is in heaven.” 

He has seen wars, depressions, 
drought and epidemics—all need- 
less calamities—destroy or maim his 
loved ones and his acres. Needless 
calamities yes, and for his part and 
for the sake of humanity, he is do- 
ing something about it, the while 
he prays that he may make his con- 
tribution toward “Thy kingdom 
on earth.” 


Seek Permanent Homes 


There are two classes of people 
whose interests are in the land— 
those who live off the land and 


those who live on the land. The 
Farmers Union is composed of sev- 
eral hundred thousand farm fami- 
lies whose goal is not to profit off 
the land but to establish homes on 
the land. Their program is geared 
to the security of farm families and 
a more desirable living on the land. 
They are not waiting for a miracle 
to happen to bring them security 
and a more equitable share of the 
good things of life. They are pool- 
ing their own resources to provide 
these things for themselves. Pool- 
ing their ideas and meager re- 
sources they have built co-opera- 
tives across the width and breadth 
of our land—producer co-operatives 


From a paper, “Hospital Needs as the Farmer 
Sees Them,” presented at the American Hospital 


Association Third War Conference, in Cleveland, 
October 1944, 
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through which they have gained a 
measurable control of the market- 
ing channels for their raw products. 

They have built supply and con- 
sumer co-operatives providing for 
their daily needs. They have built 
service co-operatives providing in- 
surance protection for themselves, 
their families, their homes and their 
crops. They pioneered in medical 
services in building the first co-op- 
erative hospital in the United States 
at Elk City, Okla. In the manage- 
ment of their co-operatives they are 
as much concerned with the social 
balance sheet as the financial bal- 
ance sheet, and so 5, per cent of all 
net earnings is set aside in an edu- 
cational fund to bring awareness 
and understanding through study 
groups whereby they may intelli- 
gently cope with their problems 
through co-operative and legislative 
action. 

The organized farmer is learning 
to use the resources of his land wise- 
ly. He knows, too, the value of 
human resources and the need for 
proper care of these resources if he 
is to make his contributions. The 
drought and depression of the 
hungry ’gos confused and discour- 
aged. many but aroused a few 
pioneering souls among those who 
give as well as those who take 
health services. Co-operative effort 
was not new but the prepayment 
plan of providing health services 
was new to many, and since many 
people would rather fight change 
than change their minds, there was 
opposition to this program. 

But as the opposing wind makes 
the kite fly, so opposition focused 
attention on the crying need for a 
plan different from the status quo 
of the past if the gains made by 
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| PLANNING 


medical science were going to be 
made available to people of all in- 
come levels. 

There never have been enough 
doctors in rural areas and when I 
speak of rural areas, I mean the 
wide open spaces where people live 
on farms, in some instances miles 
apart. For example, in the area I 
visited this last week-end, the com- 
munity, a county seat, was 75 miles 
away from the nearest hospital — 
a hospital the people of the com- 
munity would not use — and they 
were taking their people to a hos- 
pital 185 miles away, the nearest 
hospital with the exception of the 
first mentioned, which was definite- 
ly out of the picture. 


I live in a state where only eight 
out of 53 counties have an ap- 
proved hospital, where we have 
counties that have neither doctor 
nor public health nurses nor hos- 
pital, where we have only three 
counties of the 53 organized in a 
health unit to serve the people. 

There never have been too many 
doctors in rural areas and the 
drought forced a great many of the 
doctors who were located in these 
areas to seek a living in the cities, 
where most of them affiliated with 
clinics. It wasn’t that they chose 
to leave rural areas, but there were 
no planned provisions for the rural 
doctor serving his people, and con- 
sequently as a matter of survival 
he moved to urban areas. 

We, the organized farmers, are 
aware that if we are going to bring 
doctors into rural areas again we 
will have to provide: (1) Modern 
facilities to attract them; (2) assur- 
ance of income; (3) opportunities 
for study and research. The prob- 
lems involved in providing these 
things may look formidable but 
there are none of them that cannot 
— that have not — been overcome 
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through planned community co- 
operation. 

Our first great need is organized 
planning to bring the gains of 
medical science to rural people and 
make these available to all regard- 
less of income or ability to pay. If 
certain diseases are preventable 
then why are we not preventing 
them more effectively in rural 
areas? If the education of the child 
is the responsibility of the govern- 
ment then surely the health of the 
child should be a government re- 
sponsibility. Public health services 
must be expanded and made avail- 
able to all. 

Under public health services we 
should have: (1) An adequate ma- 
ternal and child health program; 
(2) rural sanitation; (3) health 
clinics; (4) mobile units for im- 
munization and tuberculosis tests; 
(5) public health nurses who have 
had special training in_ public 
health service and who will be in- 
terested in going farther than hand- 
ing slips to parents each year as to 
needed corrections or care of their 
children — one who will be inter- 
ested in seeing that corrections are 
made; (6) a nutrition program to 
provide information on_ proper 
foods, to correct faulty food habits 
due sometimes to lack of knowl- 
edge but too often to indifference 
on the part of parents. 


Must Serve Whole Area 


A most necessary step in organ- 
ized planning is in providing ade- 
quate hospital facilities to serve all 
the people of the designated area 
— provisions to enlarge and im- 
prove existing hospitals and build 
new ones where they are needed. 
This will call for county, statewide 
and national planning to make pos- 
sible a proper distribution of hos- 
pitals. There must be provisions 
not only for building but also for 
maintaining these facilities — in 
other words, a large enough area 
to provide assurance of an income 
for its up-keep. 

We need rural health centers in 
outlying trade areas with ambu- 
lance service to bring hospital cases 
to centrally located hospitals. We 
favor one centrally located modern 
hospital rather than small com- 
munity hospitals because of the 
many problems not only in provid- 
ing adequate facilities in small hos- 


pitals but also in the matter of hos- 
pital discipline, so important to the 
welfare of the patients. , 

And yet until we have develope 
a plan of trade area health centers 
and a centrally located modern hos- 
pital, these small hospitals are fill- 
ing a definite need. I would like to 
ask you what you intend to do 
about many of these hospitals — 
about 3,300 of them I believe — in 
the United States which are so 
small as to be beyond the pale of 
approval of the American College 
of Surgeons and the American Hos- 
pital Association, and are conse- 
quently completely ignored, with 
no protection for the rural people 
who must use them? 

Discussing the problem of small 
private hospitals, a doctor told us 
of her early experiences in attend- 
ing the sick in small farm homes; 
some lived in sod huts with no 
floors, with one room for the entire 
family — not a clean cloth in the 
house — and how she prevailed on 
dependable individuals in small 
towns in her area to provide a few 
beds in their homes so the doctor 
might have a place to bring pa- 
tients that would assure some sani- 
tary conditions and a semblance of 
privacy and rest. These hospitals 
are still filling a definite need, but 
the people would like some sort of 
supervision and inspection for their 
protection. ; 

We feel that hospitals, public 
health services and _ physicians’ 
offices — yes, and dental offices — 
should be brought together under 
one roof, serving the people as a 
health center with modern diag- 
nostic facilities, so necessary yet 
prohibitive in price for private doc- 
tors or small hospitals to install. 

Perhaps No. 1 on our list of 
problems in providing these health 
facilities is the problem of finances 
in building and maintaining mod- 
ern facilities in sparsely settled 
areas. Postwar plans for public 
works can and must provide for the 
building of needed health centers. 
Since incomes in certain areas are 
too small to budget for medical 
care, some form of equalization or 
subsidy must be provided. We can- 
not allow our boys and girls to 
grow up with weak bodies because 
their parents cannot afford doctor, 
dentist and hospital care. They 
must be insured against poor teeth, 
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poor eyes and all complications 
that come from inadequate health 
services. 

These plans for health centers in 
rural areas are not fantastic plans 
of dreamers. They are proved 
projects in many areas. The Farm- 
ers Union Co-operative Hospital at 
Elk City, Okla.; the Sand Hills Co- 
operative Health Association in 
Nebraska; the Taos County Co- 
operative Health Association of 
New Mexico — all carry a prepay- 
ment plan along with a pattern of 
medical and related practices suit- 
able to rural areas. The Manitoba 
plan of municipal hospitals and 
doctors is being closely studied by 
our rural groups in their desire to 
explore all avenues for supplying 
adequate health needs for all 
people. 

In some areas where medical 
services are available but prohibi- 
tive to most income groups of the 
area, co-operative and other types 
of nonprofit clinics are being or- 
ganized using available hospital fa- 
cilities. To date, voluntary insur- 
ance plans, with all due credit to 
the fine pioneering work of the 
American Hospital Association in 
developing the Blue Cross plan, 
have been too costly for the great 
majority of farm families and the 
services offered by them are entirely 
inadequate since at the very outside 
they will not meet more than one- 
third the cost of illnesses. 


Based on Education 


The success of a health program 
to fill the needs of rural people is 
definitely dependent upon a vital 
educational program. In the past 
it has been difficult to sell health 
services to rural people. Too many 
have assumed that country life and 
good health are synonymous. Sur- 
veys showing that rejections for 
service in the armed forces were 
higher among rural people than 
any other group, and that the death 
rate in rural areas is higher in all 
age groups than in urban areas, 
have shocked rural people out of 
their complacency. We must change 
our attitude in thinking of a hos- 
pital as a place one goes to as a last 
resort — a place where one goes to 
die. We must learn to look upon a 
hospital as a health center and on 
the doctor as the man who is hired 
to keep us well, instead of the per- 
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son to go to only after all home 
remedies and patent medicines 
have failed. 

Our rural people must also learn 
that epidemics of measles, small- 
pox, whooping cough, or scarlet 
fever are not necessary evils that all 
children must endure, but that they 
are preventable and that serious 
complications can develop from 
these recurrent epidemics. A vital 
educational program will make 
people health conscious and play 
a definite part in developing com- 
munity participation in supplying 
community health needs. 

Lastly, the great need is to find 


common ground on which com- 
munity groups—rural, business and 
professional — can co-operate and 
pool their resources in providing 
adequate health, medical, dental, 
and recreational facilities for their 
community for, as John Dewey has 
aptly stated, “What the wisest and 
best parent wants for his own child, 
that must the community want for 
all its children.” 

We are encouraged to know that 
a Commission on Hospital Care 
has been set up. We look to it 
for advice and counselling and we 
in turn assure it of our full co- 
operation. 


LEST WE FORGET: 
The Rural Medically Indigent 





T HAS been recognized for many 
eres that the problem of the 
medically indigent is properly the 
concern of government. The Amer- 
ican Hospital Association and other 
professional groups are already 
committed to a policy which clearly 
supports measures designed to pro- 
vide hospital and related medical 
services to indigent groups at the 
expense of the taxpayer. 

The expansion of out-patient 
clinics as a service of large urban 
hospitals, combined with the rapid 
development of public health ac- 
tivities, especially in our larger 
cities, has brought about a condi- 
tion in which urban dwellers, par- 
ticularly in those income brackets 
below $1,500 a year, can, through 
relatively simple “means tests,” se- 
cure medical and hospital attention 
including preventive, diagnostic 
and curative services at little or no 
expense to themselves. No compar- 
able program of indigent care-exists 
generally for rural dwellers nor are 
the hospital and other services 
available to furnish such care. 

Beginnings have been made in a 
number of states to provide hos- 


From a paper, ‘‘Hospital Care Program of the 
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ference, in Cleveland, October 1944. 


KENNETH E. POHLMANN 
SENIOR HEALTH SERVICES SPECIALIST 
FARM SECURITY ADMINISTRATION 


pital services to medically indigent 
residents, either urban or rural, 
through arrangements with exist- 
ing general hospitals or through 
state institutions. The states of 
Louisiana and Mississippi have for 
several years provided hospital care 
for indigent state residents through 
charity hospitals or hospital funds. 
As a general rule, however, those 
states which are predominately 
rural have, for the most part, been 
very slow to develop hospital and 
related health services to provide 
for the medically indigent rural 
dweller. 

Numerous proposals have been 
developed recently in various states 
for the extension of a hospital pro- 
gram for indigent groups through 
the establishment of state hospitals 
located in strategic centers, or 
through other means. Several in- 
teresting proposals have already 
been made for this type of program 
by planning groups in North and 
South Carolina, Maryland and Vir- 
ginia. 

When the Farm Security Admin- 
istration was called upon in 1936 
to deal with the pressing problems 
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of low-income farm families in dis- 
tressed agricultural areas, it was 
found that for all practical pur- 
poses health services for indigent 
rural groups were largely nonexist- 
ent. The prepayment plans de- 
veloped by the FSA grew out of 
the need for some program to meet 
this problem. 

In many respects the FSA health 
program took the burden for medi- 
cal indigency out of the hands of 
local communities or, as was more 
likely the case, these emergency 
prepayment health plans under- 
took to handle a health problem 
which the local communities were 
not prepared, or in a position to 
administer. 

Before discussing the FSA ex- 
perience with hospital care, how- 
ever, I think it would be well to 
examine first the hospital situation 
as it affects rural people. There are 
no registered hospitals in more 
than 1,300 counties in the United 
States and practically all these 
counties are located in rural areas. 
Not only are most hospital facili- 
ties concentrated in urban areas 
but there is a wide disparity be- 
tween regions. 


Discrepancy in Service 


For example, recently there were 
about the same number of people 
in the Northeast as in the South 
but there are 157,000 hospital beds 
in the Northeast and only 67,000 
in the South, or less than half as 
many. Even before the war—in 1938 
— the Technical Committee - on 
Medical Care of the Inter-Depart- 
mental Committee on Health and 
Welfare estimated that 500 hos- 
pitals with go to 60 beds were 
needed in rural areas. The situa- 
tion has become much worse as the 
war has progressed and there are 
many rural areas of the United 
States in which already inadequate 
hospital facilities have been re- 
duced or closed because of doctor 
shortages. 

Farm families get less hospital 
care even in normal times. The ad- 
mission rates in large cities are about 
60 per cent higher than for rural 
areas and more than twice as many 
disabling illnesses are hospitalized 
among urban residents as among 
rural families. Hospitalization ex- 
perience is far lower in rural areas, 
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whether measured by the number 
of cases per 1,000 population per 
year or by the total number of hos- 
pital days per 1,000 population per 
year. 

Thus, in cities of 100,000 or more, 
studies have shown that there are 
67.5 hospital cases per 1,000 popu- 
lation per year in comparison with 
42.0 in rural areas. In cities of 
100,000 or more, there are 858 days 
spent in the hospital per 1,000 per 
year in comparison with 505 in 
rural areas. 


Health Experience Lower 


Whatever index is used, the rural 
health experience for hospital care, 
as well as for physicians’ services 
and for surgery and specialist care, 
tends to be lower. This is borne 
out not only by comparison of the 
total rural and urban population, 
but also by comparison of the same 
income groups, which shows the 
rural experience is lower. 

The primary explanation of the 
poor level of medical and related 
personnel and facilities available in 
rural areas is the problem of low 
per capita income. From this basic 
fact springs a whole series of conse- 
quences which result in inadequate 
service for rural people. U. S. Pub- 
lic Health Service and other studies 
show that the relationship between 
the settlement of physicians and 
per capita purchasing power is a 
striking and direct one. 

Not only do physicians tend to 
settle in the cities where both per 
capita income and total income are 
higher, but when they settle in 
rural areas they tend to settle in the 
more prosperous districts. This is 
only natural and the physician 
should not be blamed for respond- 
ing, as does the average citizen, to 
economic attractions. 

It is often pointed out that physi- 
cians do not settle in rural areas 
mainly because of the lack of hos- 
pital and diagnostic or laboratory 
facilities which are required for 
good medical practice. This is part- 
ly true, but it must be realized that 
the very lack of hospitals and auxi- 
liary equipment is due in no small 
measure to rural poverty and lack 
of purchasing power. The construc- 
tion of a hospital or a public clinic 
requires community wealth, either 
from local philanthropy, voluntary 











contributions, or local tax funds. 
Where local wealth is small funds 
for voluntary contributions or tax 
contributions are minimal. 

Furthermore, the very mainten- 
ance of a public institution re- 
quires constant purchasing power 
from its users. Even those rural 
hospitals that are available suffer 
from low occupancy simply because 
rural people cannot in ordinary 
times afford the “luxury” of hos- 
pital care. Because of the leanness 
of county government treasuries, 
few beds are available for the care 
of the indigent so that, in contrast 
to the advantages of the city hos- 
pital, nearly all rural patients de- 
siring hospital services must pay 
for it. 

It is true that the low occupancy 
of rural hospitals and the low usage 
of such rural medical services as 
are available are, to some degree, 
due to _ psychological attitudes 
among many farm people. The hos- 
pital is still too widely regarded as 
“a place to die in” and the physi- 
cian is too widely thought of as 
“someone to avoid,” except in case 
of critical emergency. The farmer 
tends to be stoical about his health 
and considers the avoidance of 
physicians an attribute of rugged 
individualism. 


Adjustment to Lacks 


If these attitudes are thoroughly 
analyzed they are found to spring 
from an adjustment to customary 
lacks. They are defense mechan- 
isms that have naturally developed 
in the face of inadequate resources 
which, in turn, spring from the 
economic .and geographic difficul- 
ties prevailing. 

A further critical aspect of the 
economics of medical and hospital 
care for farm families, as well as 
for urban families, is the uneven- 
ness with which the burden of ill- 
ness strikes. In any one year, it has 
been found that 10 per cent of all 
families pay 41 per cent of the total 
medical charges, while 58 per cent 
of the families pay only 18 per cent 
of the charges. 

While the average medical cost 
for a group of 1,000 families might 
not be excessively high, for the un- 
fortunate 10 or 20 per cent with the 
greatest medical needs the costs 
amount to financial catastrophe— 
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and it is the lowest income groups 
which generally have to spend a 
higher percentage of their total in- 
come to meet medical costs. 

Rural poverty, with its conse- 
quent lack of purchasing power is 
further aggravated with respect to 
medical service by the unevenness 
with which costs are distributed 
and the proportionately greater im- 
pact with which they fall on low- 
income families. 


Studies made by Collins as well 
as those made by Pennell, Mountin 
and Pearson, indicate that despite 
the fact that illness is more com- 
monly an adjunct of poverty than 
of wealth, it is in the poorest states 
that the fewest patient days per 
unit of population are reported for 
general and special hospitals. Few 
facilities, limited amounts of hos- 
pitalization, and low occupancy are 
co-existent in areas with meager per 
capita incomes. 


Average Annual Income Low 


It is important to keep in mind 
in this discussion that the average 
net family income for all FSA bor- 
rower families in 1939, after farm 
expenses have been deducted, was 
only $540 a year. By 1943 the 
average net family income for all 
FSA borrowers, in terms of 1939 
dollars based on prices paid and 
prices received, was only $500—and 
these figures include the value of 
food and fuel obtained on the farm. 


If it is realized that within that 
group are thousands of families 
with net family incomes of $250 
and less and that these latter in- 
come groups make up a large pro- 
portion of our caseload in many 
rural states and represent only a 
part of the large group who need 
our help, some idea of the magni- 
tude of the problem can be gained. 

With these facts in mind let us 
now consider the FSA health pro- 
gram. Certain basic principles have 
been operative from the beginning 
in the Farm Security Administra- 
tion medical care program. In the 
absence of a program for medically 
indigent farm families in most rural 
states, we were faced from the very 
beginning with the necessity for 
pioneering in the provision of 
medical care for our borrowers. 

Our general policy was to de- 
velop medical service plans under a 


32 


basic working agreement with the 
state medical associations. We then 
approached county and district 
medical societies with our problems. 
The plans which were developed 
provided for medical society super- 
vision over all medical aspects of 
the program and, as a usual rule, 
the enrolled borrowers had free 
choice of physicians among those 
participating, usually from among 
all qualified physicians in the area. 
Family participation dues are paid 
in advance on an annual basis and 
the borrowers are often assisted in 
making such payments, ordinarily 
through loans. The funds prepaid 
by each family are placed in a 
pooled or common fund in the 
hands of a bonded treasurer or 
trustee. Monthly payments from 
this fund are made to physicians, 
hospitals, and for other services on 
the basis of services rendered. The 
family contributions to most of 
these plans are based upon the 
average incomes of the FSA bor- 
rower families in a given area and 
the rates for a particular plan de- 
pend on the services covered and 
quite often upon the size of the 
family. 

The services offered under these 
plans vary according to (1) the 
need; (2) ability of the group to 
pay; (3) available facilities, and 
(4) services available to FSA bor- 
rower families through existing or- 
ganizations and other factors. Ac- 
cording to our latest data, physi- 
cians’ services are offered to 93 per 
cent of the members in group 
health plans. 


Provides Customary Care 


These services cover the usual 
care that is available from the fam- 
ily doctor including: examination, 
diagnosis and treatment in both 
home and office, and obstetrical 
care. (In some cases there is an 
extra fee, payable prior to delivery, 
in obstetrical cases.) 

Emergency surgery is available to 
approximately 60 per cent of the 
participating families and some 


plans include the surgical correc-. 


tion of chronic defects. Limited 
prescribed drugs are available to 
about 40 per cent of all participat- 
ing families and limited dental 
care is available to about 42 per 
cent of such families. 


Hospitalization through FSA pre- 
payment plans was available as of 
March 31, 1944 to about 67 per 
cent of the participants, or approx- 
imately 58,172 families including 
292,644 persons. There are plans 
in 742 counties of go states and 
Puerto Rico, either involving hos- 
pitalization alone or more often 
hospitalization in conjunction with 
other health services. 


Coverage Incomplete 


In negotiating agreements with 
local hospitals on behalf. of FSA 
borrowers who in most cases are 
paying as much as they can afford 
to on the basis of their family in- 
comes, the contracting hospitals 
have generally excluded tonsillec- 
tomies and obstetrical care from 
coverage. It is for just these elec- 
tive conditions, however, that rural 
people show the poorest record rel- 
ative to urban. Since most of the 
hospital agreements for FSA _bor- 
rowers do not provide for the treat- 
ment of previously existing condi- 
tions, it may be seen that, despite 
the fact that these families are pay- 
ing all they reasonably can afford, 
they are by no means securing com- 
plete coverage. 

The treatment for acute illnesses 
has necessarily been stressed in most 
medical plans because of the limited 
amount of family contributions 
available. The average membership 
fees have usually ranged from $15 


0 $20 per family in extremely low- 


income rural areas to as much as 
$50 or more where incomes are 
higher. Some slight adjustments 
upward in fees on the basis of im- 
proved farm income have been 
made during the past few years. 
The prepayment fees for hos- 
pitalization are necessarily low, 
tending to range from $5 per fam- 
ily per year in particularly low- 
income areas up to $12 or $15. 
Naturally such low rates allow for 
hospitalization only of emergency 
conditions. On this basis it is no 
surprise that the incidence of hos- 
pitalization in our plans has been 
only about 200 days per thousand 
people per year, with wide varia- 
tion in different areas. 
Parenthetically, however, these 
represent hospitalization rates only 
for cases on which we have records 
and it may be possible that the 
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coverage of emergency conditions 
in the prepayment plans has en- 
abled some families to enjoy the 
relative luxury of hospitalization 
for elective conditions, which 
would not be reflected in this in- 
cidence. In a few special experi- 
mental program counties, in fact, 
where membership is not limited to 
low-income families or to emer- 
gency conditions, hospitalization 
rates have ranged from 266 to 727 
days per 1,000 persons per year, 
with an average incidence of 425 
days. 

Participation in all plans is on a 
voluntary basis and at no time has 
there been anywhere near 100 per 
cent enrollment in them. In some 
regions of the country the enroll- 
ment has been as high as 87 per 
cent of the eligible families, but 
the national average has never 
been above 56 per cent, and now, 
despite improved incomes, it has 
dropped to about 52 per cent. 


Discourages Re-enrollment 


One of the reasons why enroll- 
ments have recently dropped is the 
fact that in many rural areas many 
farm families, even after enrolling 
in a program, cannot be assured of 
securing services because of the 
shortage of physicians or facilities, 
and after one or two experiences of 
this kind many farm families are 
discouraged from re-enrolling. 

Again, in some areas farm fami- 
lies have been discouraged by their 
family physician from _participat- 
ing in the program. The argument 
has been used by some physicians 
that there no longer exists a need 
for this type of program because of 
generally improved farm incomes 
— this despite the fact that low-in- 
come groups in agriculture are gen- 
erally. the last to feel the effects of 
general rises in farm income. 

It has been found that hospital- 
ization plans provide an effective 
means for maintaining health as- 
sociations for prepayment services 
in the face of some of the wartime 
pressures mentioned above. Thus, 
because of the less direct depend- 
ence of hospitalization plans on the 
the supply of physicians, their sur- 
vival value has been greater than 
that for physicians’ care plans or 
dental care plans. In some areas, 
while total membership in prepay- 
ment plans has declined, hospital- 
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ization coverage has actually in- 
creased. 

Hospitalization, furthermore, has 
offered the opportunity for amalga- 
mating the typical FSA county 
plans on a district or even a state- 
wide basis, thereby providing much 
greater actuarial stability. While it 
is difficult often for county medical 
associations to pool their interests 
on a multi-county or statewide 
basis, this has fortunately not been 
the case with hospitals. 

In several states, including North 
Carolina, Oklahoma, New York 
and Oregon, contracts for hospital- 
ization have been worked out with 
Blue Cross associations. We have 
felt a mutual benefit from this re- 
lationship in that, on the one hand 
the convenience of established con- 
tracts with hospitals was provided 
by the Blue Cross associations while 
on the other hand the enrollment 
of our borrowers provided a con- 
venient method of acquisition of 
Blue Cross membership in the 
rural areas. 

In a sense the relationships be- 
tween the FSA prepayment plans 
and Blue Cross prepayment plans 
represent a form of sub-contracting 





which would not necessarily be 
efficient from the point of view of 
our borrowers. On the other hand 
it has generally been possible to 
arrange for lower than the usual 
rates for Blue Cross membership to 
be applied to FSA borrowers, in 
proper recognition of the lower us- 
age of hospitals by rural people. 
The economic and psychological 
factors responsible for this lower 
usage cannot be removed overnight. 
Until the effective demand for hos- 
pitalization by rural people is 
brought up to the level of that for 
urban people we feel it is proper 
to expect them to pay proportion- 
ately lower membership fees in pre- 
payment hospitalization plans. 


Many Inadequacies Seen 


As we look to the postwar period, 
particularly in rural areas, the FSA 
experience reveals many inadequa- 
cies which must be met by those 
charged with the responsibility for 
furnishing health care to rural 
people. 

FSA hospital care plans, based 
as they are on the ability of low- 
income farm families to pay, have 
had little or nothing to offer con- 











At the president’s reception in Cleveland: Mrs. Fred Carter, wife of the 
superintendent of St. Luke’s Hospital, Cleveland, serves punch to Dr. Vane 
M. Hoge, USPHS, Washington, and Mrs Hoge, convention visitors. 
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tracting hospitals to get them to 
increase their benefits. The fact 
that these plans are limited to FSA 
borrowers alone automatically raises 
many misgivings in the minds of 
already harassed rural hospital ad- 
ministrators who see a potentially 
adverse selection of risks in such 
groups. 

Despite the close working rela- 
tionship between FSA. county per- 
sonnel and the individual FSA bor- 
rower, only slightly more than 50 
per cent of the eligible familes have 
voluntarily enrolled in these plans. 
The acquisition costs for such en- 
rollment have been absorbed in the 
numerous other activities which go 
to make up the expenses of an 
FSA county office. But, if they were 
separated and charged to a volun- 
tary plan it is quite likely that such 
costs would be prohibitive. 


Small Part of Expense 


Hospitalization in itself, we 
should remember, accounts for only 
a small portion of the total ex- 
penses for health services — a por- 
tion which, when it reaches $10 or 
$12 for a family with a net cash in- 
come of $200, begins to loom pretty 
large. 

Immediate postwar planning ac- 
tivities by hospital groups in terms 
of both payment for hospital serv- 
ices and improvement of facilities 


must take into account the reasons ° 


underlying rural deficiencies in 
health personnel, facilities, and 
services. Foremost is the economic 
factor. Rural areas lack the corpo- 
rate and individual wealth which 
provides ample tax funds, generous 
endowments, and full payment of 
fees and charges. : 
One of the first problems: which 
must be solved in rural areas is that 
of bringing existing rural hospitals 
up to the standards set by the 
American Hospital Association and 
the American Medical Association. 
The postwar construction of ad- 
ditional rural hospitals and health 
centers is no longer a “pipe dream.” 
Somehow, we have got to evolve a 
plan for bringing medical care, in- 
cluding adequate hospitalization, 
to rural people through intelligent 
organization and co-ordination of 
facts, funds, and faith in each other 
to the end that rural people enjoy 
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parity with urban groups with re- 
spect to health services. 

This is neither a rural problem 
or a rural phase of an urban prob- 
lem. It is a national problem de- 
serving a place in national plan- 
ning. The American Hospital 
Association is now undertaking.a 
survey of hospital facilities and 
needs, which before it is completed 
will undoubtedly bear out this 
statement. 


Directly related to the problem 
is a recently completed study made 
by the American Public Health 
Association indicating the need for 
more effectively planned units of 
local health administration. The 
recent forthright statement by the 
subcommittee on medical care of 
the Committee on Administrative 
Practices of the A.P.H.A. will ex- 
cite controversy and discussion in 
many circles but the opponents of 
that statement will have to admit 
the validity of much that is said. 


Those of us who have been inti- 
mately concerned with the health 
problems of low-income farm fami- 
lies over the last eight or nine years 
have had to develop the type of 
health plans we did because under 
the pressure to do a job for needy 
people without delay compromises 
were necessary. The Farm Security 
Administration prepayment plans 
have been of great benefit to the 
many thousands of borrowers who 


have received hospital and related 


care under them. But hospital ad- 
ministrators know full well that the 
job we are doing is incomplete and 
of a fragmentary nature and has 
only been concerned with a rela- 
tively small segment of the popula- 
tion who, had they been urban 
dwellers, would probably have re- 
ceived far more adequate care and 
at no cost to themselves. 


Demands Are Widened 


Rural America is on the march. 
The demands of rural people, 
which formerly expressed them- 
selves in support of farm-to-market 
roads and parity prices, have been 
widened in scope to include a liv- 
ing standard for rural families on 
a par with that of town and city 
folk. National farm leaders, and 
the farm organizations they repre- 
sent, are finding among their mem- 
bers an expressed desire for better 


rural schools, improved rural hous- 
ing, rural electrification, and ex- 
pansion of social security. These 
organizations and their leaders are 
seeking ways to meet those de- 
mands made upon them by their 
members. 


Rural people want more hos- 
pitals and health centers though 
they are not always sure as to what 
they must do to get them; they are 
asking for due consideration to the 
needs of rural areas in the distri- 
bution of surplus medical and 
dental equipment now held for war 
purposes. They want an expanded 
program of public health through 
the establishment of more district 
and county health units. They also 
want more adequate distribution 
of medical and dental personnel as 
between rural and urban areas. 


Acquainted With Problems 


Postwar planning reports on 
health and sanitation from: agri- 
cultural postwar planning commit- 
tees in over 40 states which repre- 
sented the thinking of farm men 
and women, land grant college 
leaders, and others, showed more 
than an ordinary acquaintance with 
the problems of rural health. A 
summary of these reports, prepared 
after careful study of their. con- 
tents, ends up with this statement: 

“One conclusion is overwhelm- 
ingly clear; that the articulate sec- 
tions of the rural population re- 
or for these reports are 

eply concerned that positive ac- 
tion be taken in the postwar period 
to improve rural health services. 
These services are regarded as a 
right, rather than as a luxury de- 
pendent on individual purchasing 
power. Planning is regarded as ur- 
gently necessary and the co-opera- 
tion of all levels of government and 
voluntary groups is looked to for 
getting the job done. No report 
appeared to indicate that there was 
plenty of time to wait.” 

One useful lesson of the FSA 
program gained by rural leaders 
is the pointing up of many of the 
problems of medical and hospital 
care in rural areas. The health 
program has centered the attention 
of rural people upon the technique 
of prepayment as a method for se- 
curing health services; it has drama- 
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tized the insurance principle as a 
device for lessening the financial 
burden of health services by spread- 
ing the individual risk over a whole 
group, and more important, thou- 
sands of non-FSA farm - families 
have seen- the benefits to be derived 
from this technique. 

Time and again we have heard 
rural leaders say that the only 
trouble with the Farm Security 
health program is “that it does not 
go far enough.” Explaining their 
statement further they go on to say 
“that what every rural community 
needs is some plan like the FSA 
plan, either voluntary or com- 
pulsory, or a combination of both, 
to which all rural people can be- 
long and which will pay for the 
maintenance of a good rural hos- 
pital staffed by competent physi- 
cians and specialists.” 

They feel that the construction 
of a good hospital or other health 
facilities is the responsibility to be 
borne mainly by the community, 
with aid from the county or the 
state or the federal government, 
with prospects of its cost being paid 
off on a long-term basis. Such a 
program would get a hearing with 
the farm people who while not 
familiar with the terminology of 
health administrators, hospital 
managers and health personnel, 
nevertheless want medical care and 
related services on a parity with 
those of urban centers without be- 
ing told that such a program is 
“socialized medicine.” 

Rural people were a long time 
getting good farm-to-market roads. 
The benefits of rural electrification 
were quickly recognized by Ameri- 
can farmers. Better rural schools 
have been on the agenda of every 
important farm discussion group, 
and we are beginning to see the 
results of their efforts for better 
rural education in both state and 
federal legislation. 

The improvement of rural health 
services and facilities is the next 
order of business for the American 
farmer; it is my fervent wish, as 
well as yours, I am sure, that those 
concerned with the vital issue of 
planning and developing these 
essential services and facilities, 
make certain that access to them is 
assured to every rural citizen on 
the basis not of ability to pay, but 
of medical need. 
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IN POSTWAR DAYS 
Rural Health Will Pose Challenge 


N THE YEAR 1900, Hillsdale, 
I Mich. had a hospital of two 
rooms; it was out at the mill pond. 
In 1907 a doctor and his wife had 
opened a five-room affair. In 1915 
the Midgleys came along with eight 
beds and an operating room; the 
year 1921 brought in our “old 
hospital” which grew to 25 beds 
and fairly adequate facilities and 
which lasted until 1940, which 
marks the beginning of this little 
story. 

The population of Hillsdale 
County was about the same in 1900 
as today—so this account may be 
typical in showing the advance of 
rural hospitalization since the turn 
of the century. 

The Hillsdale Community 
Health Center is a $300,000 hospi- 
tal, new in 1939, located on eight 
acres of beautiful lawns, with trees 
and shrubbery. It has 65 beds, 
laundry, kitchens, laboratories, 
solariums, and operating rooms, 
that I dare say compare with the 
best. It serves a county with a 
population of 28,000. Jackson, 
Mich., is 30 miles away, Toledo, 
70, Detroit 100. Made _ possible 
with assistance from the W. K. 
Kellogg Foundation and the PWA, 
the Health Center is a corporation 
controlled by the City of Hillsdale. 
Its nine trustees are appointed for 
three-year terms by the mayor and 
approved by the council. The hos- 
pital has no debt, is very adequately 
staffed, and, when I left town had 
50 patients. 

Returning from a trip in the fall 
of 1938, 1 was startled to learn that 
I had been named a member of 
the hospital board. A flour miller 
by occupation, I knew zero about 
hospitals; to me they were neces- 
sary and, I supposed, nice places— 
to be avoided. 

Despite the fact that I didn’t 
know an inpatient from an out- 
patient, I was shortly made presi- 
dent of the board—because nobody 
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else would have the job! Later I 
was to learn that the citizens had 
come to the mayor in panic over 
how little Hillsdale (7,000 souls) 
was going to keep up this beautiful 
but gargantuan institution when 
the city was already experiencing 
an annual $6,000 to $10,000 deficit 
to keep afloat our old and modest 
little affair of a hospital. 

The name Hillsdale Community 
Health Center covers a lot of terri- 
tory, and possibly originated in re- 
spect to the hopes for it harbored 
by the Kellogg Foundation. Ac- 
tually, we are just a small town 
hospital. But as my experience 
with the hospital broadens, it is not 
hard to see where the name can be 
fully justified by foresighted plan- 
ning for the future. Interesting and 
solid objectives to be accomplished 
in postwar days come easily to 
mind: 


1. Place our facilities whole- 
heartedly at the disposal of the 
Hillsdale County Health Depart- 
ment. This department should, in 
fact, live with us. 

2. Make visiting nurse service 
available to every home in the 
county. (Small fee if possible — 
otherwise gratis.) 

3. Co-operate with home ma- 
ternity instruction and _ nursing, 
which was two years ago a most 
important contribution; now by- 
passed, but to be resurrected if 
needed. (Unimportant now because 
widespread hospital prepayment 
plans and high wages send pros- 
pective mothers to the hospital.) 

4. Extend diagnostic services ‘at 
very low rates, and make an x-ray 
or laboratory report available to all 
comers. Subsidized by the founda- 
tion for the last few years, we 
offered lab and x-ray work at ex- 
tremely low rates. It is of interest 
to know that such work has re- 
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cently trebled and not since our 
new hospital opened have we had 
to call on our sponsors for the 
financial subsidy offered. 


5. Our future should contem- 
plate low patient rates and high 
wages for our staff—and it can be 
done, at least in our community. 
A fairly run hospital must pay its 
own way, wages and all. 


6. A woman’s auxiliary is an 
easy and valuable organization to 
set up, and, given good leadership, 
will contribute substantially to the 
hospital in various interesting 
ways. 

7. We have no provision for ac- 
cepting charity patients — indigent 
cases are usually cared for by the 
county, the state, or, shall we ad- 
mit, left to liquidate, themselves. 
But is it not the responsibility of 
a going hospital to accept some 
part, at least, of the charity case 
load? I feel it is. 


I would raise a fund from people 
willing to contribute to hospitals 
and I would place it at the disposal 
of a secret committe that would 
study carefully all cases where char- 
ity was indicated. With the com- 
mittee’s approval let’s accept these 
cases to the extent consistent with 
our special fund—and say nothing 
about this service, just give it! I 
have no doubt that in our com- 
munity we could readily care for 
all the real charity cases that ordi- 
narily would exist. In recent years 
our books show practically no “lost 
accounts;” well, let’s have a few to 
be cared for as suggested. 


8. Doctors’ clinics to house all 
the town’s medical men should be 
constructed on our ample grounds. 
Similar quarters for the County 
Health Department should be right 
alongside. 


9. Our laboratory facilities 
should be enlarged to care for food 
analysis requirements of city and 
county officials—including the regu- 
lar milk and water determinations. 
Venereal disease cure should have 
complete attention here also. 


10. A suitable portion of our 
hospital should be made available 
for the patients of osteopaths. A 
separate unit if you must. 


11. A dental clinic at the health 
center would come into general 
public use, possibly with free serv- 
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ice for school children—preventive 
dentistry, and, of course, painless. 


12. Hospital and medical service 
plans, to be promoted as the logical 
answer to the anarchistic cry for 
socialized medicine. Let’s socialize 
our own medicine! In 1940, hospi- 
tal service insurance was _ prac- 
tically nonexistent; today 10,440 
of the county’s 28,000 people are 
protected. 

Of especial interest is our current 
work to place this plan among the 
farmers and other unorganized 
classes of the rank and file, ie. 
where payroll deduction is impos- 
sible. 

Working with the Kellogg Foun- 
dation and the University of Michi- 
gan School of Public Health, 
Michigan Hospital Service has 
selected Hillsdale County and ad- 
joining Branch County as guinea 
pig areas for an aggressive attempt 
to enroll the rural population. Suc- 
cess appears possible. Already 1,620 
individuals have been covered in 
Hillsdale County on strictly non- 
payroll deductions; 8,820 on pay- 
roll deductions. About 40 per cent 
of the county’s population is thus 
protected. 

Michigan Hospital Service paid 
42 per cent of our August income. 
Spread this low cost hospital and 
medical service plan and you kick 
the socialized medicine, cradle-to- 
the-grave nut of an idea down the 
hatch. When I hear them talk 
socialized medicine, I always think 
how much easier they could do the 
job if they had us all in cages! 


And now a few words about the 
“Wild Animals I Have Known,” 
in other words knotty problems 
experienced. A few just at random: 


Personnel—Your first necessity in 
running your hospital is to staff it. 
Pay good wages; you have to and 
you might as well come to the milk 
and like it. We throw in a bonus; 
all employees ring the bell on this 
one when they show six months’ 
steady service. Another thought 
re bonus: It will be easier to simply 
drop the bonus business than to 
reduce salaries should conditions 
necessitate. For my part I hope to 
see present salary basis maintained 
after the war, irrespective of condi- 
tions. 

We have a struggle but remain 
well staffed. We have no school of 
nursing, but we have cadet nurses 
from Butterworth Hospital, Grand 
Rapids, who spend three of their 
last six months’ training before 
graduation with us. As their work 
represents the end of three years’ 
training, you can see we are getting 
real nursing. We have vigorously 
promoted Nurse’s Aide classes, and 
as a result have benefited nicely, 
and in times of need. 


Further, in keeping the staff 
happy, we like to keep in close con- 
tact with all and really take an in- 
terest in their side of it. The union 
idea is presented every now and 
then—I think very lately the Cali- 
fornia scheme has been studied by 
our group. Personally, I have no 
objection to a nurses or staff union, 
but we do want our people to feel 
that their board has their interest 
at heart and will do voluntarily 
more for them than we would if— 
to come out with it—held up at the 
point of a strike. We caused to be 
appointed to our board a member 
of the present nursing staff—and 
she is a great addition. Trained at 
our hospital, she is simply a prac- 
tical nurse, level-headed and ener- 
getic, inspiring confidence in her 
associates and doing a fine liaison 
job between staff and board. 

Osteopaths—Hillsdale has an un- 
usually good osteopath—he serves 
many patients, and well. He wished 
especially to use the hospital for 
obstetrics. Our community is all 
union—C. [.O., A. F.L., Amalga- 
mated Clothiers, all are there. One 
day a union committee visited our 
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administrator demanding that the 
osteopath be granted privilege of 
using the hospital for his cases, 
threatening to bring in a petition 
with this demand signed by 2,000. 
These union men and their fam- 
ilies are all subscribers to Michigan 
Hospital Service—so what to do? 
The way out came with unexpected 
ease. Their committee was asked 
to the hospital for dinner and a 
cordial reception, where they were 
shown all departments. 


Their questions were frankly 
answered, and it was pointed out 
that we are one of the few hospi- 
tals in our class approved by the 
American College of Surgeons; that 
to lose this approval would cost us 
$6,000 a year in income, and that 
we would lose this approval if we 
opened our doors for osteopathic 
practice. When we had explained 
as carefully as we could that the 
question was one of long standing 
between the medical profession and 
the osteopaths, that the hospital 
was strictly in the middle, and the 
medics had the say, the demand 
was dropped. 


We asked the mayor to appoint 
a member to our board from the 
unions, a man whom they might 
nominate. They picked their man 
from the C. I. O., the mayor ap- 
pointed him, and we have him. He 
represents all Hilisdale unions on 
our board and he too is a very defi- 
nite addition. The unions are 
happy and we are happy, and it is 
good the osteopath incident came 
up for air. 


Communicable Diseases—Now, 
here’s one that got us in trouble. 
The question: Accepting con- 
tagious cases. We have two nice 
rooms especially designed for this 
purpose; first floor, outside en- 
trances. We have never used these 
rooms for contagious cases because 
we do not staff the first floor and 
it has been far cheaper for the 
patient to go elsewhere. 


We have had only four or five 
really contagious cases to deal with 
each year. We have sent them to 
Jackson County Isolation Hospi- 
‘tal, 30 miles away, or to University 
Hospital, at Ann Arbor, 70 miles 
out. This appears the sensible 
thing to do. A small hospital is 
not set up to care properly for a 
seriously contagious case. 
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THIS ATTRACTIVE three-story building houses the Hillsdale Community Health Center. 


But suppose this happened to 
you as it did to us. A case is pre- 
sented—sick all right but without 
diagnosis. In two days, the physi- 
cian in charge announces strep- 
tococci meningitis. Our adminis- 
trator arranged admittance for the 
case at Jackson Isolation Hospital, 
but the mother decided to have 
her son brought home instead. The 
case was discharged home on ad- 
vice of our medical staff. 

Here the fire started—for send- 
ing the case home we were pub- 
licized in many state papers, very 
unfavorably. The father gave pub- 
lic and loud notice on all occasions 
that he would sue the hospital and 
all connected; we were in dutch. 

It became necessary to publish a 
lengthy explanation of just exactly 
what had happened, a statement 
which the board, at least, felt en- 
tirely cleared the hospital. It was 
a most disagreeable period and 
perhaps prejudiced some _ people 
against the hospital. Fortunately, 
the boy fully recovered so the law- 
suit angle dropped. 

Care for contagious cases requires 
technical training, possibly beyond 
the reach of a country hospital in- 
frequently confronted with the 
problem. The risk to the entire 
hospital staff and other patients is 
not to be lightly considered or 
taken. After our experience, we 
sought advice from five outside and 
top sources to determine a future 
policy. They told us: “Continue 
your present policy; do not accept 
contagious cases, but accept re- 
sponsibility for immediate admit- 
tance to outside hospital units in- 


tended for their expert care. Where 
a case is presented and accepted, 
and later on diagnosed as con- 
tagious, remove the patient if it 
can be done without danger.” “If 
you are advised that risk would at- 
tend a removal, then you are stuck 
and must battle it out as best you 
can. Each of the few cases of this 
sort you get should have the most 
personal and exhaustive attention 
your administrator can give. In 
other words, a thorough selling job 
on your handling should be done 
to avoid disastrous flare-ups.” 

Just to extend my neck a bit, I 
would like to prophesy that after 
the war, however, our hospital will 
prepare itself to accept contagious 
cases without argument. 

Anesthesia—A board may be quite 
easily overridden by a strong medi- 
cal staff. For instance, for some 
years it had been the practice of 
our medical staff to permit only a 
member of the local medical staff 
to administer anesthetics. 

We tried to install thoroughly 
qualified and registered persons as 
anesthetists—for which service the 
hospital proposed to make a rea- 
sonable charge. We considered giv- 
ing anesthetics a proper service the 
hospital should offer. We had 
enough business to justify employ- 
ment of a proper person and we 
considered this source of income 
properly ours. 

Our arrangement, by the way, 
saved money for the patient. But 
as it worked out, life would become 
so miserable for the new anesthetist 
in so short a time that we were 
in constant trouble. One quit after 
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another—just exiled, we might say. 
Feeling sure of our position, we 
finally had it out with our médical 
staff—a few quite bitter exchanges 
were necessary, but for the last 
three or four years the hospital has 
provided this service to the satis- 
faction of all. If you are obviously 
right, your board can stand up and 
prevail, I do believe. 

Food Service—Now to mention 
my pet grievance—food in the hos- 
pital, whether large or small. When 
a patient goes into a hospital he 
is sick, nervous, possibly afraid, 
irritable, exhausted—everything but 
normal. I say that this patient de- 
serves the best food, served in 
the most appetizing way. Even 
then, he may throw it back at you 
and tell you to “eat it yourself.” 

I think a delicate, well served, 
hot meal, appetizingly arranged 
and consisting of just real good 
food, whether a prescribed diet or 
not, should be a vital factor in your 
patients’ recovery. But what does 
the poor man get in our hospitals— 
an assortment of run-of-the-mine 
stuff, thrown together and openly 
arrived at; possibly cold, and with 
mashed potatoes in constant abun- 
dance. “Oh, not in our hospital,” 
you are thinking. “Why, Mrs. 
Brown told me only yesterday how 
fine our meals were.” All right, as 
other patients would say — “Just 
spend a week there yourself.” 


Money Alone No Answer 

Our own beautiful little plant, 
with as completely equipped 
kitchens as can be devised, is no 
exception. The problem is a prob- 
lem—let no one think otherwise. 
Money alone will not solve it. Re- 
peatedly have we insisted that our 
people plan their menus, buy their 
food and serve just the best they 
can and then add up the cost— 
forgetting the cost to start with. 

Result: In 1941 our average meal 
cost was 17 cents; today it is 36 
cents; and while our meals are fair, 
they are far from my idea as to 
what a No. 1 hospital should serve 
to its patients. A serving to a sick 
man should be a lure, a really 
gorgeous bait, most attractively de- 
signed to get him to take it and like 
it. He should look forward to his 
meals and not dread them. 

Our problem here is unsolved 
and I, at least, have given up—we 
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await relaxed conditions to come 
after the war for another effort. 
This job is surely on the card as 
a future must, however. 

Finances—Here is where I part 
company with my critic who says 
a hospital is, to some extent, a 
charitable institution and should 
not be expected to operate without 
a subsidy from somewhere. He says 
if you keep afloat on your own 
bottom you are of necessity doing 
one or all of three things: (a) You 
are overcharging your patients; 
(b) you are underpaying your staff; 
(c) you are delinquent on services 
you are duty-bound to offer. 


Balance Budget Yearly 


I do not agree. The uncom- 
promising idea of our board is to 
offer a balanced condition at the 
close of each year—that we have 
done so and, in fact, have built up 
a “future” fund of some $25,000 
during the five years’ existence of 
our new hospital, however, has 
brought us certain criticism. To 
answer my critic specifically— 

(a) Our rates have been in- 
creased twice. At the outset a ward 
room cost a patient $3.50 a day; to- 
day it is $4.50. Is this charge excess- 
ive? Why, you couldn’t go to a sec- 
ond class hotel now and live as 
cheaply or anywhere nearly as well. 
Our patient charges are as low as 
and often much lower than any hos- 
pital I know of, and we check fre- 
quently. 

(b) We are paying our staff 
wages as high or higher than those 
paid in comparable institutions—in 
fact, our pay compares favorably 
with some famous hospitals with 
which I am familiar. Our staff is 
encouraged to speak out any time 
members feel a grievance—financial 
or otherwise—coming on. So far as 
I know, they are satisfied and ap- 
preciative of the attitude we con- 
tinually try to show them. 

(c) We have been able to main- 
tain a liberal staff since the war— 
a nurse has only four to six patients 
on the average to care for. Com- 
pare this with large hospitals or 
many in our own group where 
today a nurse frequently has 12 to 
16 as her responsibility. Maids, 
orderlies, x-ray, laboratory, pathol- 
ogist, roentgenologist—we feel all 
are deserving of first team rating. 


We ask for and welcome construc- 
tive criticism for improvement. 

But my critic may be entitled 
to further explanation of our finan- 
cial progress. It may be that our 
record should be qualified as a 
“war record.” That is, money flows 
freely; most everybody who is try- 
ing has his share and can now 
pay hospital bills; hospital service 
plans have come forward, at least 
in our country, by leaps and 
bounds. 

When pinch times come we will 
face another story. Be that as it 
may, our policy will remain to keep 
afloat just the same. To make this 
story clear, I should add that the 
$25,000 we have saved up has come 
chiefly from annual grants the city 
has continued to make to us and 
from the fact that we have not 
charged off depreciation. Our ac- 
tual story is that receipts from 
patients since the hospital opened 
in February 1940 are $526,480; 
total expense in the same period 
(to September 1944), $522,962. 
Surplus—$3,518. What’s wrong with 
at least breaking even? 


Administrator Is Key 


The keynote for the success of 
your hospital or ours is quid non 
pro—without which none. And 
your administrator accounts for 
95 per cent of your success. He 
appoints supervisors, approves 
nurses, heads up the housekeeping, 
is responsible for food trays, mans 
labs and x-ray, runs the laundry, 
oversees orderlies and plant engi- 
neers, keeps up the grounds, selects 
anesthetist, record librarian and 
office personnel—it is his character 
that pervades every department. 


He submits full and truthful 
monthly reports, exact, in detail 
and with proper comparisons. It 
is his influence and work that sends 
a patient out saying either: “This 
sure is a swell place,” or, “Hooray! 
I'm clear of that dump.” 

But have you really tried the 
acid test? Is your hospital the real 
unadulterated success you hope it 
is? Then it’s your administrator 
who deserves credit. He lives with ° 
it, his body and soul are in it, he 
establishes its character and _ its 
standing in your community. Of 
such an administrator we may truly 
say “quid non pro.” 
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OUR MISTAKE 


CHARLES H. YOUNG, M.D. 


SUPERINTENDENT, STAMFORD (CONN.) 
HOSPITAL 


E MADE a mistake recently and 

V V the consequences thereof may 

cost the hospital a large sum of 
money. 

I use the editorial “we” advised- 
ly, because it sort of divides the 
blame, though I freely admit that 
a large part of that “we” was I. 

It seemed to us that the reason 
so few cars were apparent on our 
roads was that so many accumu- 
lated in our parking space. It was 
ample in size before war conditions 
brought many volunteer workers, 
who serving for a few hours, used 
many cars for transportation. Re- 
cently we removed a few trees and 
made a considerable portion of our 
spacious lawn into an additional 
parking space. 

Then came last autumn’s hurri- 
cane — accompanied by a torrential 
downpour of rain. Our basement 
was flooded; the emergency oper- 
ating room had to be transferred 
upstairs; our pharmacists had to 
wear rubber boots; the fire depart- 
ment had to pump out our elevator 
well; our male employees had to 
sleep several nights in our ward 
rooms. 

The flood created a major incon- 


venience. We realized the great . 


force a mass of water could exert 
when in our basement floor, three- 
foot-square slabs of concrete, cov- 
ered with terrazo were piled over 
two feet high. The cause puzzled 
us for awhile, for we have had 
heavy rains before without such 
calamity. We thought our storm 
sewer lines might have been 
plugged with accumulated debris. 


Our engineer, as soon as his men 
could be spared from remedying 
flood damage, put them at work 
digging holes to reveal the size and 
course of our storm sewers. Why 
did we have to dig for this informa- 
tion? Because we had no plan of 
the storm sewer layout. If any 
plans were made when the build- 
ings were erected 32 years ago they 
had since been lost and those who 
lost or failed to preserve them are 
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Note: In submitting this item, 
Mr. Young writes: “I would like 
to see in HOSPITALS a space labeled 
‘Mistakes I Have Made.’ If you 
could get hospital executives, and 
even trustees, to admit from time 
to time that they have made mis- 
takes, giving concrete examples, it 
would help many of us. Of course 
the article need not carry the au- 
thor’s name .. .” 

Readers of HOSPITALS may con- 
sider themselves invited, and 
urged, to report their mistakes. 
While it will be necessary for us 
to know the author’s name, we 
shall withhold it from publication 
when requested.—THE EDITORS 











dead and gone. It does not remedy 
present conditions to curse their 
memory, but it should serve as a 
warning to the rest of us to pro- 
vide for future needs. 

We found the storm sewer clear 
and functioning well for the pur- 
pose for which it was installed — 


that is to dispose of the rain watet 
from the roofs of our buildings. It 
was not, however, large enough in 
diameter to accommodate the added 
burden of drainage from 30,000 
square feet of imperviously as- 
phalted surface of our two parking 
spaces. We applied the asphalt 
about two weeks before the rains 
came. Previously one area was sur- 
faced with loose gravel, the other 
with sod, both of which absorbed 
rain as it fell. 

We now must break up some of 
this surface; we must dig a trench, 
lay drain pipe and connect with the 
large storm sewer in the public 
street — an expensive job and one 
difficult of accomplishment under 
present restricted labor conditions. 

All this trouble and expense 
might have been avoided if our late 
predecessors had possessed the 
psychic gift of foreseeing future 
needs, and the will and generosity 
to provide for them, or if we, of the 
present, had had sense enough to 
figure out what complications might 
arise when a great deal was added 
to an installation which previously 
was adequate for the purpose for 
which it was intended. 


FEWER NEEDLES 


= A considerable amount of 
work on the part of the Com- 
mittee on Purchasing, Simplifica- 
tion and Standardization, a stand- 
ard simplified list of hypodermic 
needles has been approved and sent 
to the Co-ordinating Committee 
and the Trustees for final approval. 

The Trustees at their meeting in 
Cleveland fully approved these rec- 
ommendations, and Dr. Malcom T. 
MacEachern has approved the list 
for the American College of Sur- 
geons. All affected manufacturers 
have also approved and have agreed 
to co-operate in the standardiza- 
tion program. 

The great advantage of manufac- 
turing and stocking but 22 instead 
of 50 to 100 needles will be appar- 
ent to all. In order to make this 
standard simplified list of hypoder- 
mic needles effective, every hospi- 
tal must co-operate by buying only 


needles approved for the list. Un- 
less hospital administrators, pur- 
chasing agents, department heads 
and staff physicians and surgeons 
limit their purchase and use of 
hypodermic needles to the 22 types 
approved there will be no lasting 
results from the simplification and 
standardization efforts. 

A considerable group of large, 
small, and teaching hospitals have 
proved beyond question that their 
need can be met by using only 10 
to 15 kinds and sizes of needles. 
The committee is confident, there- 
fore, that the 22 now approved pro- 
vide an ample selective range to 
meet all needs. Reprints of this re- 
port will be given to all manufac- 
turers for the use of their salesmen. 
A copy of the list is reproduced on 
the following page. 

A display panel and reprints of 
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SIMPLIFIED LIST OF HYPODERMIC NEEDLES 


Recommended by the Committee on Purchasing 
Subcommittee of Simplification and Standardization 


GAUGE AND 
LENGTH 


26 x 16” R.B. 
25 x 36” R.B. 
24x 4%” R.B. 
22 x 116” S.B. 
22x 2” 


22 x 3” 
20 x 116” S.B. 


20 x 2” 
18 x 2” S.B. 


19 x 3” 
15 x 346” 
20 x 4” 


20 x 6” 
20 x 316” 


22%2” 
22x35" 


19 x 346” 


15 x 2” S.B. 


17 x 2” S.B. 
18 x 2” S.B. 


TYPE 
Regular Luer 
Regular Luer 


Regular Luer 


Regular Luer 
Regular Luer 
Regular Luer 
Regular Luer 


Regular Luer 
Regular Luer 


Regular Luer 
Regular Luer 
Regular Luer 


Regular Luer 
Quincke Spinal 
with stylette 
Quincke Spinal 
with stylette 

Pitkin Spinal 
with stylette 

Spinal with 
stylette 

Regular Curved 
tonsil 

Regular Straight 
tonsil 


Hose hub needle 


Hose hub needle 
Hose hub needle 





SOME USES 

Intradermal Hypodermic 

Hypodermic and local anesthesia 
(raising wheal) 

Intravenous (syringe) and varicose 
veins 

Intravenous (syringe) and fontanel 

Anesthesia 

Anesthesia 

Intravenous (gravity), intravenous 
anesthesia, intraperitoncal (saline 
necsalversan), Wasserman 

Intramuscular 

Hydrocale and phleboclysis aspirat- 
ing and pneumothorax transfu- 
sion; intraperonitoneal, children 
intramuscular and jugular 

Hemorrhoidal and hypodermoclysis 

Aspirating 

Local anesthesia hemorrhoidal and 
intracardial 

Local anesthesia 

Sacral and spinal anesthesia 


Children’s spinal 

Spinal anesthesia 

Spinal diagnostic 

Tonsil 

Tonsil 

Phlebotomy and blood transfusion 
blood bank-donor 


Blood bank—recipient 
Blood bank—children 








the report will be sent for use at 
all state and_ sectional hospital 
meetings. Both the committee and 


the manufacturers have done their 
part; the rest is now up to the 
individual. 


PAGEANTRY 


More than 1,500 persons—almost 
the entire personnel of Massachu- 
setts General Hospital and the Mas- 
sachusetts Eye and Ear Infirmary- 
took part in a program entitled 
“M.G.H. on Review” as part of the 
hospital’s 1944 observance of Vol- 
unteer Day. 

The purpose of the celebration 
was to emphasize the importance of 
each worker in helping to maintain 
the high standards of the hospital, 
to present a graphic picture of the 


40 


MRS. DAVID B. ARNOLD 


CHAIRMAN, VOLUNTARY ADVISORY COMMITTEE 
MASSACHUSETTS GENERAL HOSPITAL, 
BOSTON 


great number of persons whose ef- 
forts are necessary to make this 
possible and to impress upon the 
volunteers that they, too, are valued 
members of the “hospital family.” 

Two volunteers—who called 
themselves the Volunteer Day Com- 
mittee—worked nearly full time for 
two months planning the program. 


One of ‘these volunteers was a typ- 
ist, which was important as there 
was a tremendous amount of cler- 
ical work to be done. - 

In 1943 the Volunteer Day pro- 
gram consisted of a demonstration 
which included a humorous skit 
showing the different kinds of work 
performed by the volunteers. War 
service workers, clinical secretaries, 
Red Cross nurses’ aides and others 
were represented. 

In 1944 the program was reversed. 
The first idea was to have a rep- 
resentative from each department 
march out carrying a symbol of his 
group. This idea was expanded and 
finally became a parade of 1,500 
marchers—all the employees as well 
as the directors, doctors, nurses and 
volunteers. The hospital carried on 
with a skeleton staff while the pa- 
rade was being held. 

All department heads were noti- 
fied of the planned parade and the 
date and were asked to report the 
number of participants from their - 
departments to the committee. The 
time of the program was set by the 
department heads as it involved a 
good deal of detailed arrangements 
for them. Standards bearing the 
name of each group and carried by 
the department heads were made 
in the hospital’s maintenance de- 
partment. 

Since no rehearsal could take 
place, department heads met the 
day before the parade and were 
notified where and when their de- 
partments should assembie. A Bos- 
ton reéident, experienced in pag- 
eantry,. volunteered to arrange the 
groups for the parade. Men volun- 
teers acted as ushers for the groups 
as they filed out of the building. 


Printed invitations, illustrated 
with a woodcut done in the early 
igth century manner, were sent to 
friends of the hospital and rep- 
resentatives from other hospitals. 
Envelopes for the invitations were 
addressed by volunteers. One and 
a half cent stamps were used, but 
this was an error as such mail is 
handled as second class mail and 
consequently was slow in_ being 
delivered. 

The hospital Executive Commit- 
tee sent invitations to the staff, in- 
cluding house officers and interns. 
Post cards were enclosed for their 
replies. Wives of the hospital’s staff 
doctors serving overseas were asked 


HOSPITALS 











TWO of the many 
units that shared 
in the Volunteer 
Day Review pag- 
eant at Massa- 
chusetts General 
Hospital swing 
into line behind 
standard bearers. 


Bond photo 





to march in the parade and carry 
a service flag. 

The hospital furnished loud 
speakers and rented chairs for the 
event. Guest speakers included Gov. 
Leverett B. Saltonstall. Sandwiches, 
coffee and punch were served in 
the yard of the Bulfinch building 
to more than 1,000 guests while the 
Port of Boston Coast Guard band 
gave a concert. 

The weather was the one impor- 
tant factor which the Volunteer 
Day Committee could not plan 
ahead. For more than a week New 
England had been bogged down in 
a typical northeaster, but by noon 
of Volunteer Day the weather was 
clear. 


“I was emotionally impressed by 
the spectacle and it improved the 
morale of the institution,” declared 
Dr. Nathaniel W. Faxon, director 
of the hospital. “I believe Volun- 
teer Day was well worth all the 
effort that was put into it. It is 
not an event that should be put on 
annually, but coming at the time 
that it did, I think it was of real 
help in making the personnel of 
the hospital appreciate the num- 
bers of volunteers who were work- 
ing here. On the other hand, I 
think the volunteers were impressed 
by the number and variety of hos- 
pital employees.” 

Total expenses for the event 
amounted to about $325. 


CONSERVATION 


i ise IMPORTANCE of educating em- 
ployees in the hospital’s con- 
servation policies has been generally 
recognized by administrators. Of 
equal importance, but less common- 
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ly emphasized, is the development 
of a like economy consciousness 





among the members of the medical 
staff. Although the objectives are 
essentially the same for both groups, 
the approach to the staff must be on 
a different level from that used with 
the paid personnel. 

Without the voluntary co-opera- 
tion of the medical staff very little 
can be accomplished. Fortunately, 
there already exists in most hospi- 
tals the organization through which 
the conservation program can effec- 
tively be channeled. The hospital’s 


by-laws often provide subcommit-. 


tees on economy for both lay and 
medical boards. These are usually 
permanent committees which func- 
tion in times of peace as well as 
war, and during periods of relative 
plenty and depression. 

Accordingly, attention to thé most 
effective use of the institution’s sup- 
plies is a perennial obligation and 
ingrained habit for those entrusted 
with the disbursements of its funds. 
These committees enforce the im- 
portant principle which hospital 
management shares with any well- 
run business organization to secure 
the maximum benefits from the 
available funds. 

According to the by-laws of one 
hospital, the committee on economy 
“makes recommendations as to im- 
provements in the service and the 
internal administration of the hos- 
pital, and methods of effecting sav- 
ings in operation.” They state fur- 
ther that the committee on economy 
of the medical board “in conjunc- 
tion with the committee on economy 
of the board of trustees, shall make 
recommendations to the board of 
trustees, looking to economy in hos- 
pital methods and in the use of hos- 
pital supplies. It shall report to the 
board of trustees and the medical 
board at intervals of not more than 
three months.” 

These committees thus represent 
the continuous motivating forces in 
the hospital’s economy program. Be- 
cause the medical staff is closely 
associated with the final utilization 
of supplies, and in intimate contact 
with hospital procedures, its com- 
mittee on economy is usually in an 
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excellent position to recommend 
new techniques of saving. Every pro- 
fessional aspect of the hospital’s ac- 
tivities is scrutinized by this group. 
As with other committees, a sine 
qua non of its composition is the 
appointment of an active chairman, 
possessed of a broad interest in the 
general welfare of the hospital and 
its patients. 

The administrator, and in many 
instances, the purchasing officer, can 
be very helpful in a consultative ca- 
pacity to the medical committee, by 
keeping it informed of commodity 
trends, storeroom reserves, depleted 
and irreplaceable supplies, and sub- 
stitutes, and by making suggestions 
for standardization and simplifica- 
tion. For most effective results a 
close working relationship should 
exist between the staff committee 
and the administration. 

The reports of this committee on 
economy are regularly submitted to 
the medical board, which makes its 
recommendations to the board of 
trustees. Thus, there is present with- 
in the framework of the existing or- 
ganization a means of enlisting the 
active participation of the whole 
medical staff in the conservation 
efforts of the hospital. 

Specific recommendations of the 
committee on economy are imple- 
mented also by the chiefs of service. 
These men are in touch with all 
levels of the medical organization, 
from the heads down to the most 
recently appointed clinical assistant. 
The hospital’s administrative officer 
lends his co-operation as well by 
issuing reminders to the staff, by 
calling to the attention of the com- 
mittee groups which require greater 
supervision, and by acting as a liai- 
son officer between the staff and the 
related professional groups, e.g., the 
school of nursing, the ancillary serv- 
ice departments, and the general 
employee group. 

Let us consider now some of the 
problems to which the committee 
on economy may properly apply it- 
self. Its full scope is all-inclusive 
and encompasses every aspect of 
professional practice within the hos- 
pital, as well as points of contact 
with general hospital practices. Due 
to the high cost and the scarcity of 
many drugs and pharmaceutical 
preparations, the control of drug 
therapy is an important function of 
this group. Together with a sepa- 


42 


rate committee on pharmacy in this 
hospital, it accomplishes a good deal 
toward the standardization and 
simplification of drug therapy. 

In conjunction with the commit- 
tee on dietetics, it looks into the 
dietary requirements of patients 
and makes recommendations for the 
elimination of unnecessary dietary 
frills, for the substitution of less ex- 
pensive, equally nutritious foods 
for those currently scarce or very 
costly, and advises us to the types 
and sizes of portions consistent with 
pre- and post-operative states, con- 
valescence or special diets. 

The committee on economy like- 
wise submits valuable recommenda- 
tions embodying the principles to 
be followed by the staff in ordering 
diagnostic and laboratory serv- 
ices: x-rays, electrocardiograms and 
photographs; clinical, bacteriolog- 
ical, serological and _ pathological 
laboratory examinations. It may, 
for example, recommend that such 
special time consuming or costly 
procedures as laminography, angio- 
cardiography or agglutination 
studies should be performed only 
after review by the department head 
and consultation with the chief of 
the service requesting the examina- 
tion. 

Operating room practices offer a 
particularly fertile field for study by 
the committee. The saving of sup- 
plies in this area — in the use of 
catgut, drapes, sponges, dressings, 
gloves, gauze, surgeon’s blades, 
gowns — offers unusual opportuni- 
ties for economy. After an exhaus- 


tive study of this nature by the com- 
mittee on economy, it is interesting 
and gratifying to note the resulting 
reduction in the use of all supplies. 
More important even than this sav- 
ing is the fact that a conservation 
consciousness is gradually instilled 
into the staff itself. 

Ward procedures offer an un- 
limited number of opportunities for 
study by the committee. Linen, 
dressings, medications, diets, treat- 
ments and nursing procedures are 
only a few of the aspects of ward 
care which lend themselves to re- 
view for the adoption, where pos- 
sible, of more economical practices. 

Fortunately, the medical ‘staff is 
in the best position to evaluate the 
limits to which economy may be 
practiced consistent with high stand- 
ards of patient care. Its primary 
concern is the welfare of the pa- 
tients; accordingly, the recommen- 
dations of this professional group 
(through its committee) will be cer- 
tain to subordinate all other con- 
siderations to this principle of good 
service. 

Finally, it is evident that the best 
way of making the staff conservation 
conscious is to invite it to partici- 
pate actively in the hospital’s con- 
servation program. The staff physi- 
cians are usually the best judges of 
the validity of economy measures 
affecting professional practices. Let 
the individual doctors help, through 
a subcommitee of their medical 
board. With this help will come 
education — and savings. 





THE WAR DEPARTMENT has issued 
a regulation (No. 40-590) author- 
izing the commanding officer of 
any hospital where a member of the 
armed forces may have received 
treatment to release information 
from his or her medical record to 
“registered civilian physicians, on 
request of the individual or his 
legal representative, when required 
in connection with the treatment of 
the member or former member of 
the armed forces.” It is stipulated 
that it is expected that the informa- 
tion given will be treated as con- 
fidential, as is customary in civilian 
medical practice. 





Obtaining Veteran’s Medical Record 


It probably is safe to assume that 
the Navy Department and the Vet- 
erans’ Administration will co-oper- 
ate in similar fashion. 

Therefore, in dealing with “ex- 
service men and women, the at- 
tending physician should explain 
to them the need for this informa- 
tion, how it may be obtained and 
suggest that the record be secured 
for his review so he will be better 
equipped to offer good advice and 
competent treatment. By doing so 
the physician will be benefiting the 
ex-service man or woman as well 
as himself.—The Ohio State Med- 
ical Journal, November, 1944. 
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| sietyen PLANNING is in the air. 
And, if there is any one area of 
social action in which recognition 
of the need for intelligent postwar 
planning is almost unanimous, the 
distribution of hospital and med- 
ical care constitutes such an area. 

Sickness is like sin. We are prac- 
tically all against it. Folks who dis- 
agree about everything else under 
the sun can get together on the 
basis of the need of our people for 
the highest possible level of hos- 
pital and medical care. 

We have been keyed up by the 
fury of our war against fascism and 
militarism, and our social sense of 
morals has been sharpened, so that 
this is a good time to discuss hos- 
pital and medical care. A great 
deal of the work that is going to 
have to be done in the days to 
come — work dedicated to the abo- 
lition of the causes of war and 
social conflict—falls within the jur- 
isdiction of hospital people. The 
winning of the peace is going to de- 
pend, to a great degree, upon the 
rapidity with which we can employ 
science and technology and educa- 
tion to eliminate disease and bad 
health. Planning for health will tie 
in very closely with all other phases 
of postwar planning. 

If we decide, for instance, to 
build one hundred new modern 
hospitals in localities where every- 
one agrees they are needed, we will 
be killing two birds with one stone. 
First of all, we will be providing 
workers with income — which they 
need to purchase the hospital and 
medical care necessary to keep 
them healthy — and, second, we 
will be supplying them with a 





From a paper, “How Blue Cross Can Serve 
Organized Labor,” presented at the American 
Hospital Association Third War Conference, in 
Cleveland, October 1944. 
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place to go to stay well or get well. 
This is but one example of how 
planning for employment ties in 
with planning for health. A pro- 
gram of construction of homes, 
schools and similar projects will 
likewise tie in with a program of 
planning for health. I don’t think 
I have to develop this point in de- 
tail, because I am sure that we are 
all agreed on the necessity of plan- 
ning for health. But when we come 
to the job of deciding how to do 
this job of planning for health — 
that’s where the trouble starts. 


Union Favors Bill 


Our union, the U.A.W.-C.I.O., 
with a membership of well over a 
million workers in mass production 
industries, is on record in favor of 
enactment of the Murray-Wagner- 
Dingell bill. I announce this as a 
matter of putting my cards on the 
table. Nor are we the only labor 
organization supporting this par- 
ticular bill. I think that, if you 
were to survey all of organized 
labor, you would find that the bulk 
of the labor unions in this country 
support the principle of the Mur- 
ray-Wagner-Dingell bill. 

Now we of labor know that most 
of the medical profession disagrees 
with our stand on health legisla- 
tion. Many of you think that we 
want the state to step in and as- 
sume a dictatorial role over the dis- 
tribution of medical care. You 
think that we want to socialize 
medicine and place the distribu- 
tion of medical care under a 
blanket of bureaucracy and regi- 
mentation. You think that we want 
directive orders issued from Wash- 
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ington to tell the doctor which 
serum to inject into an ailing pa- 
tient. 

There is a reason why you ascribe 
these ulterior motives to us: It is 
because you have not looked at the 
picture from our side of the fence. 
Let me try to explain this. 

First of all, labor does not want 
the state to step in and take over 
direction of all social functions. 
This is as true of medicine as it is 
of any other phase of our society. 
We only ask for the assumption of 
responsibility by the state in those 
areas of social action where private 
agencies fail to do a proper and ade- 
quate job of satisfying the needs of 
the people. Let us use unemploy- 
ment compensation as an example. 

No one will deny that we would 
all be better off if each industrial 
employer assumed responsibility for 
guaranteeing an annual income, 
adequate to provide the worker and 
his family with a decent living, to 
all of his employees. Such a pattern 
of security would benefit all of so- 
ciety. It would reduce the tax bill. 
It would stimulate consumption of 
consumer goods and services, in- 
cluding medical care. It would en- 
able the worker to budget his ex- 
penses. It would stimulate the flow 
of income into the hands of pro- 
fessional folks—and, specifically, in 
this instance, it would enable work- 
ers to pay their hospital and doctor 
bills more promptly. 

But, under our social structure, 
this does not happen. The employ- 
ers do not assume responsibility for 
the financial security of their work- 
ers on a year-around basis. And so 


it is necessary for the state to as- 
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sume that responsibility. ‘That's 
why we have unemployment com- 
pensation, administered by the 
state; and we will continue to have 
it until private enterprise does as- 
sume responsibility for the security 
of workers employed in industrial 
institutions. 

This same theory applies to hos- 
pital and medical care. Actually, 
the theory has been in effect for as 
long as man has lived under civi- 
lized governments. In one degree 
or another, the state has always as- 
sumed the responsibility for the 
health of the body politic. The only 
question at issue here is how much, 
if any, do we extend the scope of 
government responsibility for the 
health of the nation. 

So now I say that labor supports 
the Murray-Wagner-Dingell bill be- 
cause private agencies in the medi- 
cal field are not doing a proper and 
adequate job of insuring the health 
of the common people of America. 
It is strictly a practical problem 
with us. I hope I can make that 
point clear. 

You will not change our minds 
on this issue by talking in terms of 
socialized medicine, bureaucracy, 
regimentation and all the other se- 
mantic nonsense with which this 
controversy has been cluttered up. 
What we are interested in is 
whether or not Joe Worker has the 
cash to keep himself and his fam- 
ily healthy—on a_pay-as-you-treat 
basis, by prepayment, or by a sys- 
tem of government health insur- 
ance. 


Worker Wants Health 


Joe Worker wants health, and 
he is going to get it, one way or 
another; and you cannot turn 
him aside from his quest for health 
by stufing him with arguments 
against bureaucracy and regimenta- 
tion. Health, to him, is like unem- 
ployment compensation. He knows 
that modern medical science can 
provide him with health. So, if 
those whose business it is to keep 
him healthy do not do the job to 
his satisfaction, he is going to turn 
to the state for help. 

Where else can he go under a 
democracy? Didn’t the Founding 
Fathers shape our government so 
as to enable the underdog to use 
it to help himself? 

No matter how much medical 
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According to the author, who speaks for one of the most powerful of 
all the C.I.0. unions, labor would reject government-controlled hospital- 


ization for a voluntary system that included these factors: 


1. A substantial subscribers’ voice in the selection of the system’s 


2. Administrative positions to be filled in part by subscribers. 


3. A subscriber-manned staff which would adjust all grievances. 


4. Provision of all needed health care at a.lower price than similar 
protection at the hands of government would cost-—with the added pro- 
viso that such protection would be extended without cost to subscribers 


unable currently to pay their share of its cost. 








folks may oppose the Murray-Wag- 
ner-Dingell bill, I think I am talk- 
ing sense when I say that you will 
not stop the passage of this bill, or 
something like it, simply by shout- 
ing about bureaucracy and regi- 
mentation. The real answer is to 
take Joe Worker by the hand and 
lead him into a modern hospital or 
clinic and say to him, “Here is 
health for you, Joe. You pay for it 
according to your income; and, if 
you can’t pay, you get it anyway.” 


Asks ‘Practical’ Approach 


‘f, therefore, you medical people 
do not want federal health insur- 
ance because you think it will sub- 
ject you to bureaucracy and regi- 
mentation, you ought to take the 
practical approach of so organizing 
your affairs, that, even if such a bill 
is passed, it will have little, or noth- 
ing, to do. 

This is still a free country, you 
know. You organize the distribu- 
tion of hospital care and medical 
care in a community so that every 
person in that community is guar- 
anteed all the health he can get un- 
der modern standards of scientific 
achievement —and you do this 
through the endeavors of private 
agencies, and offer it to Joe Worker 
at a lower price than the govern- 
ment would charge him for the 
same services—and what do you 
think Joe Worker will do? Will he 
choose the higher priced govern- 
ment service? Of course not. 

And if you do that kind of job 
in America, you will have met the 
arguments for federal health insur- 
ance. But, until medicine itself of- 


fers Joe Worker more health se- 
curity at lower prices than the 
government can submit, we are go- 
ing to stand pat on our support of 
the Murray-Wagner-Dingell bill. 

Of course, there are those among 
you who will say that this is a black- 
jack policy. They will say that we 
ought to abandon the Murray- 
Wagner-Dingell bill and devote 
our efforts in the health field to ex- 
pansion and promotion of private 
nonprofit medical plans. And I say 
that, if we were to accept this ad- 
vice, it would take twice as long, 
and it would be doubly difficult, to 
build Blue Cross up to the size it 
ought properly to reach in the very 
near future. 

And the reason for this is that 
medicine itself is ridden with a kind 
of private bureaucracy so steeped 
in individualism as to obstruct the 
necessary changes leading toward 
utilization of collective techniques 
in the dispensation of medical care. 


Opposed to Blue Cross? 


There are among you those who 
accept Blue Cross plans, and medi- 
cal plans organized upon the same 
principles as Blue Cross, as the 
lesser of two evils. They are op- 
posed, first, to government health 
insurance; and they are opposed, 
second, to private nonprofit health 
insurance. It is all communism or 
socialism, or bureaucracy, or some- 
thing, to them. However, seeing the 
upsurge of social sentiment in favor 
of group methods of distributing 
hospital and medical care, these re- 
calcitrants decide that Blue Cross 
will disturb their system the least. 
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If there must be organization and 
expansion of group techniques in 
medicine, they think to themselves, 
we must control such organizations 
as are set up to move in this direc- 
tion. So it is only by the pressure of 
social sentiment that the most back- 
ward elements in medicine are com- 
pelled to make minimum motions 
in the direction of group tech- 
niques. 

They do this grudgingly; and, as 
I said before, they accept Blue Cross 
and plans like it as the lesser of 
two evils. So we of labor, standing 
in need of the benefits of modern 
group medical techniques, have to 
support federal health insurance 
because great sections of the people 
actually need federal health insur- 
ance. 

If, through our espousal of fed- 
eral health insurance, we prod the 
most backward elements in medi- 
cine toward acceptance of plans like 
Blue Cross, the end result is more 
health for the community. Does 
anyone oppose that result? I should 
like at this point to speak some 
words of praise for Blue Cross. Our 
union has worked with several Blue 
Cross plans to bring the benefits of 
prepaid hospital care to large sec- 
tions of our membership, and we 
have. found the officials of Blue 
Cross very eager to co-operate with 
labor. 

It has worked the other way 
around, too. The experience has 
been mutually educational. Many 
hospital folks, who formerly viewed 
labor harshly from a distance, have 
discovered that we union boys have 
long since lost our horns. We have 
given a little here, taken a little 
there, and the results of our en- 
deavors have been fruitful. 

Any Blue Cross promoter will at- 
test to the fruitfulness of Blue 
Cross-labor co-operation. Given the 
least encouragement, he will flour- 
ish a fistful of statistics to show how 
industrial workers have increased 
their utilization of hospital care 
through Blue Cross. We in the 
U.A.W.-C.I.O. are especially aware 
of the good that Blue Cross has ac- 
complished; but we hope that it is 
only the beginning. 

It ought to be easy to state what 
we want. But, getting right down to 
cases, I find that, in order to state 
the ideals toward which I think 
Blue Cross ought to strive, I must 
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relate the development of prepaid 
hospital and medical care plans to 
the social crisis in which democracy 
currently finds itself. In order to 
bring out this relation, I submit a 
major criticism of Blue Cross plans: 
This criticism is that most Blue 
Cross plans have followed too close- 
ly the corporate pattern of adminis- 
trative structure, as a result of 
which the subscribers regard the 
plans as outside agencies, or as “‘in- 
surance companies,” so to speak. 


No Automatic Guarantee 


I raise this point because the 
nonprofit feature of Blue Cross 
plans is not by itself a guarantee 
of democratic operation. It is true 
that the absence of the profit mo- 
tive in Blue Cross plans makes them 
more democratic than commercial 
companies offering the same or sim- 
ilar services. But democracy is more 
than a matter of dollars and cents. 


When I say that Blue Cross plans 
have too closely followed the cor- 
porate pattern of administrative 
structure, what I mean is that they 
have erected social institutions to 
serve a social purpose, but they 
have not integrated the recipients 
of the service into the administra- 
tion of the plans. In short, I mean 
that, as a rule, Blue Cross plans are 





similar to privately-owned business 
corporations because the decisions 
governing their affairs are made by 
a select few individuals, and the 
subscribers have little or no voice 
in the making of these decisions. 


There are representatives of the 
public on the boards of directors, 
yes. And some plans have placed on 
their staffs representatives of labor 
unions to adjust the grievances of 
subscribers. These are worthy fea- 
tures. But they are not enough. I 
submit the following ideas for con- 
sideration by Blue Cross plans, be- 
cause I think that adoption of these 
ideas would make Blue Cross plans 
more democratic and bring them 
closer to the people they serve. 

First, I think that both hospital 
and medical prepayment plans 
should seriously consider adoption 
of the tri-partite form of executive 
structure. By this I mean that the 
executive structure of the plans 
should consist of representatives of 
three groups: Professional, sub- 
scribers and public. What’s more, 
I think that the subscribers should 
have a voice in the selection of the 
people who make up the executive 
structure. This could be accom- 
plished through the holding of 
annual conventions, at which the 
subscribers would not only express 














Surgical instruments used in Army field hospitals throughout the world 
claimed the attention of convention visitor Lucille Bittle, cadet nurse at 
Lutheran Hospital, Cleveland. Capt. Stephan McDonough, Washington, D. C., 
was in charge of the Army exhibit at the Third War Conference. 
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their choice of executives but also 
propose ideas for shaping of the 
policies of the plans. 

My reasons for suggesting the tri- 
partite executive structure and the 
subscriber franchise are simple and 
basic. One of the great evils of our 
time is private bureaucracy. We 
have too many social institutions, 
mostly of the corporate type, which 
profess to serve the public interest, 
but which, in reality, are devoted 
to maintenance of the privileges of 
vested interests. The common peo- 
ple have no way of influencing the 
decisions and policies of these cor- 
porate bodies, even though the 
corporations frequently have the 
power to say whether or not people 
shall work, or eat. 


Would Convince Public 


I am not saying that Blue Cross 
plans are this bad. On the contrary, 
I repeat, the nonprofit character of 
Blue Cross plans, and their devo- 
tion to public interest, serve to dis- 
tinguish them from other forms of 
corporate institutions. But, if de- 
mocracy is to be served—and I be- 
lieve that Blue Cross plans want to 
serve democracy—we ought to be 
trying to so organize Blue Cross 
plans as to convince the public that 
the plans really belong to the 
people. 

That can only be done through 
participation of the subscribing 
public in the formulation of the 
policies of Blue Cross plans. And I 
submit that the tri-partite execu- 
tive structure and the subscriber 
franchise offer the best and most 
democratic devices for participation 
of the public in the operation of 
Blue Cross plans. 

Secondly, I think that some pro- 
cedure ought to be worked out 
whereby any subscriber who pos- 
sesses the interest and the ability 
can work his way up into paid posi- 
tions of trust and responsibility in 
the executive and administrative 
structures of the plans. Here, be- 
lieve it or not, I am jumping the 
fence and taking up the cause of 
individualism. I am trying to say 
that if Joe Worker, who is a sub- 
scriber of a Blue Cross plan, has 
what it takes—and he frequently 
has—the ladder ought to be open 
for him to advance as an individ- 
ual and utilize his talents in de- 
veloping and improving the plan. 
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This idea would stimulate sub- 
scriber interest and participation 
in expansion of the plans. It ought 
to go hand in hand with the tri- 
partite executive structure and the 
subscriber franchise. 


Finally, I think that Blue Cross 
plans ought to devise a system of 
subscriber education on a basis of 
subscriber participation in the pro- 
motion and expansion of the plans. 
There are far too many subscribers 
today who do not understand the 
plans and who do not know how 
to obtain maximum benefits under 
their contracts. As I said before, 
great numbers of subscribers regard 
their Blue Cross plan as “an insur- 
ance company;”’ as something so far 
away that they are unable to feel 
strongly about it. Something ought 
to be done about this. 

Suppose that, for every 10,000 
subscribers, or some such workable 
figure, there could be selected a 
part-time or full-time subscriber 
representative to act as contact man 
between the executive and adminis- 
trative structures and the body 
of subscribers. This representative 
would operate in the immediate 
area in which the subscribers were 
employed. He would receive com- 
plaints, adjust grievances and con- 
duct educational meetings relative 
to such matters as enrollments and 
contract alterations. 


Favors ‘Flow of Ideas’ 


The services of such a representa- 
tive would further increase the feel- 
ing of subscriber participation. Out 
of the educational activities so car- 
ried on would flow ideas and pro- 
posals which would help the execu- 
tives to adjust the plans to the 
needs of the subscribers. I am sure 
that some. such device would do 
much to break down the sub- 
scriber’s concept of the plans as in- 
surance companies; that it would 
develop a genuine sense of sub- 
scriber ownership of the plans. 

That sums up my notions of what 
Blue Cross ought to do to advance 
itself as a genuinely democratic so- 
cial institution. I have purposely 
avoided talking about contract 
clauses, benefits, etc., because I be- 
lieve these things can be worked 
out democratically through gen- 
uine subscriber participation. In- 
stead, I have tried to show that it 


would be to Blue Cross’s advan- 
tage, and to the advantage of the 
public, if some of your delegates 
here were labor men who had risen 
in Blue Cross ranks through the 
democratic process. 

You would not then need to in- 
vite me here to speak; for, if Blue 
Cross worked as I have here today 
tried to suggest that it might work, 
laboring people, as well as spokes- 
men for other important functional 
groups, would be automatically in- 
cluded in the executive and admin- 
istrative structures of the plans. 
They would be on the job the year 
around, helping to build the plans 
and to shape them in accordance 
with the desires of the subscribing 
public. 


Urges Public Voice 


In closing, I go back to the dis- 
pute over the Murray-Wagner- 
Dingell bill. One of the main rea- 
sons why so many people support 
that bill is because they do not see 
any other way by which the public 
can obtain a voice in the making 
of decisions which affect the estab- 
lishment of health programs. I have 
tried to suggest a few ideas by 
which Blue Cross can give the pub- 
lic a voice in the creation of eco- 
nomic policies affecting the dis- 
tribution of hospital and medical 
care. 

It seems foolish to me for us to 
lean on our shovels while arguing 
about this matter. Let us busy our- 
selves at the job of building a bet- 
ter health program even as we 
thrash out our differences. I think 
that there are many things we of 
labor can do to help improve Blue 
Cross plans. But it ought not to be 
necessary to call us in as outsiders 
to advise on these improvements. 
Blue Cross plans should be so or- 
ganized that they possess within 
their structures enough people 
drawn from the ranks of labor to 
keep the plans keyed to labor’s 
thinking. 

The question ought not to be 
“How Can Blue Cross Serve Or- 
ganized Labor?” It ought to be 
“How can Blue Cross do a better 
job of serving the public, and how 
can labor, as a part of that public, 
do its part in assisting Blue Cross 
to supply the community with ade- 
quate hospital care?” 
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Do All Hands Help Ease 
FHE SING 
OF DEATH 

By Tact and Kindliness? 


O REMOVE the sting of death in 
ye hospital is no easy thing. It is 
something not to be taught, but 
rather to be caught from those in 
whom experience and insight have 
developed a sympathetic under- 
standing. 

This ability to stand in another's 
shoes is not required of doctors 
and nurses alone. It should be cul- 
tivated in some degree in all the 
personnel of the hospital. For ex- 
ample, in a lingering case whose 
outcome everyone knew would be 
death, the gardener may stop his 
pruning of the shrubbery to nod 
soberly, “Good. morning, sir, I 
sure am sorry to hear the old 
gentleman is not so well today,” 
or the floor maid tiptoe in softly 
and set her bucket down with extra 
care to whisper, “God rest his soul. 
He always did have his little joke 
with me about the ashes he spilled 
with his shaky hand.”—Such _ per- 
sonnel makes for the good relation- 
ship we know to be so essential. 


Many to Consider 


In preparing and comforting the 
family we must consider the pa- 
tient, the patient’s family, other 
patients and the public. Then too, 
we must consider varying circum- 
stances depending on the type of 
patient and on the nature of the 
illness. 

Doubtless we agree that the most 
touching of all hospital deaths is 
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the sudden short illness of a young 
person. The family is stunned. It 
cannot believe that the patient may 
die — and soon. In their despair 
parents must be steeled to present 
a cheerful aspect to quiet the pa- 
tient’s fears. 

Parents can be taught by tactful 
nurses how to stand by and help, 
especially if the patient is a little 
child, frightened from undergoing 
painful treatments at the hands of 
strangers and refusing to take med- 
ication or nourishment: “That's 
fine, Mrs. Jones, if you will hold 
the spoon so; I’m sure Johnny will 
take the ice much better from you 
than from me.” 


There is even a place for the 
tight-lipped father if the nurse says, 
“Mr. Jones, you are a real help 
when we turn Johnny. Would you 
mind staying close by, so I can call 
you in case of need?” It gives the 
parents something to do. It makes 
them feel adequate — more at 
home. As long as the patient is 
conscious and the parents able to 
control their emotions, I believe it 
is good practice to have them come 
and go as they desire. 

If the child is not conscious there 
is no need for parents to suffer 
watching the last hours, unless they 
particularly wish to do so. Even 
then a little persuasion sometimes 
will convince them it is better to 
remain outside the sickroom — pro- 








vided we promise they will be sum 
moned should the patient regain 
consciousness. For lay persons to 
witness delirium is a trying experi- 
ence. They need to be informed 
that the restlessness and the cries 
of delirium are not indicative of 
pain, but rather, the reactions of an 
abnormal, terrified mental state. 

If the family is-to remain outside 
the sickroom it is the duty of the 
administrator to see to it that pro- 
vision is made for a secluded corner 
of the sunporch, with easy chairs, 
and a couch for resting. Better still 
is the use of a vacant room — not 
close enough to hear all the bustle 
arising in the sickroom, yet close 
enough for the family to be satis- 
fied that the patient receives every 
attention. 

Thoughtfulness provides reading 
matter, good light, a radio, drink- 
ing water, and toilet facilities. At 
mealtime tray service should be 
offered. If the death watch con- 
tinues into the night, midnight 
supper will be welcome. 


A thoughtful nurse will ask the . 


resident for a little mild sedative 
to dull the edge of grief and per- 
haps induce sleep. All new nurses 
should have a standing order some- 
thing like this: “Try to put your- 
self in their place. Do anything 
your kind heart prompts you to 
do, and do it with the same tact 
you would wish for your own 
family.” 


Tact Is Essential 


With another group of patients 
there may have been a turn for the 
worse when the family had been 
led to suspect recovery. As soon 
as the case becomes critical it is the 
duty of the nurse in charge to call 
and inform the family. This takes 
tact. Before doing so, she should 
have consulted the record to ascer- 
tain the patient’s religion, so that 
she may inquire whether the family 
wishes the clergy called, or wishes 
to do it directly. 

Right here I would like to inter- 
ject that respect for religious rites, 
and a reverent attitude during at- 
tendance upon the clergy is ap- 
preciated by all. Charge nurses 
should have available a list of 
clergymen in the vicinity who are 
willing to answer such calls. 

In making her critical call the 
nurse can do much by her manner 
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to satisfy the family that everything 
is being taken care of. If the family 
can afford it — and if one is avail- 
able — a special nurse might be sug- 
gested with a promise to call one. 
If the family sounds at all dis- 
traught, the nurse might well noti- 
fy the hostess, administrator, or 
person in charge of the administra- 
tive offices to be on the lookout for 
the family at the door. 


Prompt withdrawal from the 
public lobby to a quiet corner for 
privacy is important. Here. the 
family will need to be informed of 
the gravity of the situation, and to 
be assured that the hospital ex- 
tends unlimited service to the 
family as well as to the patient. A 
calm, well poised manner promises 
that everything that can be done 
will be done. 


Beware of Anxious Face 


The family must be cautioned 
that an anxious face will alarm the 
patient, especially at this unusual 
hour for visiting. The family will 
appreciate being asked to assist in 
inventing an explanation to an 
anxious patient. If the physician 
or intern is available, he can do 
much to explain the seriousness of 
the picture, indicating whatever 
supportive measures have been or 
will be taken — such as oxygen, 
transfusion or plasma. 

Occasionally a new intern is in 
charge of the case — one not yet 
adequately trained to handle a diff- 
cult family situation. Tactful 
executives can gracefully offer their 
services here — often to the intern’s 
great relief. 

Should this be the family’s first 
death experience, there is a feeling 
of not knowing what to do. At 
this point concrete suggestions .are 
useful. Perhaps the family needs 
direction to the pay station to 
notify relatives and friends from 
the seclusion of the phone booth. 
If the family is emotional there 
will be need for quite a long period 
to regain composure before seeing 
the patient. Women appreciate 
time in the powder room to restore 
make-up, and men like time 
enough to blow their noses violent- 
ly to remove traces of emotion. 

Withdrawing the distressed fam- 
ily promptly serves two functions. 
It prevents disruption of hospital 
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routine caused by grief stricken 
relatives dashing through the cor- 
ridors — upsetting patients, per- 
sonnel, and visitors — and secondly, 
it gives the family time to regain 
poise. When the family looks back 
on the incident it can be proud 
that when it was necessary to face 
the patient, the personnel, and the 
public, it was not until emotions 
were well in hand. 

Before accompanying the family 
to the patient’s room, it is always 
wise to check on the exact condi- 
tion of the patient. He may have 
died, or the nurses may be in the 
midst of treatment and wish the 
family to wait for a time. 

In long illnesses where death has 
been expected for some time, the 
problem of the young over-zealous 
intern must be met. Often the tired 
daughter has confided to a nurse in 
this fashion, “I know Mother can’t 
get well. I am resigned to her pass- 
ing. Why must she have those 
needles in her vein, or that oxygen, 
just to keep her a bit longer—just 
to suffer? Can’t they just ease her 
pain? That is all we ask for her.” 


This happens so often in term- 
inal cancer, in senile dementia, and 
in chronic wasting disease. At this 
point I suspect my views may be 
open to question. It seems to me 
that the head nurse or the admin- 
istrator is quite within ethical 
limits if she tactfully suggests this 
viewpoint be repeated to the 
physician. Oftimes the physician is 
relieved. He knows now that he 
will not be thought negligent by 
the family if he withdraws stimul- 
lation of the flagging heart and al- 
lows the patient to slip away in 
peace. Moreover he agrees in his 
heart that this is what he would 
wish for himself or for a member of 
his family. 


Others Face Same Problem 


In some long drawn out terminal 
illnesses, where death is indeed a 
release, it is a help to the family 
to become acquainted with an- 
other family with similar problems. 
They realize that theirs is not an 
unique experience. The long wait 
seems shorter. 

In acute cases however, where 
the family is so overwhelmed by 
grief that reason and balance are 
lacking, such family comparisons 


are not wise. There may be a tend- 
ency to compare symptoms and 
treatments. ‘They begin to ask, 
“Doctor Smith did thus and so for 
my Billy. Is he doing it for your 
boy? Why not? You had better see 
about it~” This bodes no good in 
public relations. Such families are 
better kept apart. 

Sometimes the family accepts the 
death of a young person with grace 
if it is pointed out that the illness 
is so damaging in its effects that 
survival would mean a very limited 
or crippled life at best. It can be 
suggested that one might later say, 
“I would rather he had died than 
to see him live on like that.” See- 
ing such another handicapped sur- 
vivor, or hearing of it, sometimes 
reconciles the thoughtful parent to 
accept without bitterness the death 
of a beloved child. 


No Time for Bungling 


A particularly trying death is 
that due to embolism or cardiac 
failure in a convalescent patient 
looking forward to going home 
soon. In such a case, the message 
to the family warns that the patient 
has had a bad turn, and the family 
should come at once. Death is not 
revealed until after arrival at the 
hospital. In tragedies of this na- 
ture there must be no bungling, no 
inept nurse or talkative nurse. 


The situation requires nothing 
short of a suitable mature under- 
standing person — it matters not 
the position. Here, if ever, one 
must be able to speak from the 
heart. Skillful handling taxes the 
wisdom of the best of us, the most 
seasoned. If bungled, the incident 
and its handling can ruin the repu- 
tation of a hospital. 

To summarize—in my judgment 
the three keys to the difficult prob- 
lem of preparing and comforting 
the family in time of death are: 

First, a definite policy, demon- 
strated and taught to all personnel, 
that they are to have complete lati- 
tude to extend in the name of the 
hospital every courtesy sympathy 
prompts. 

Second, honest self examination 
in cases where families remain bit- 
ter, and we must admit failure. 

Third, an understanding heart. 

And by far the greatest of these 
keys is the last. 
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Senate Hearing Considers Postwar 


HOSPITAL BUILDING 


HE AMERICAN Hospital Associa- 
tion in its “Statement on Hospi- 
tal Care” as passed by the House of 
Delegates in Cleveland in 1944 and 
as one of the statements approved 
by the House of Delegates in Buf- 
falo in 1943, recommended govern- 
ment aid for construction of gov- 
ernmental and nonprofit hospitals. 
All groups concerned with secur- 
ing the best possible distribution of 
hospital care realize that additional 
physical facilities are required in 
some areas of the country. Obvious- 
ly, provision of physical facilities is 
only a partial answer. Experience 
has shown that proper physical fa- 
cilities tend to attract physicians 
and result in a better distribution 
of their services geographically. 

The Association’s program pro- 
vides grants in aid for the care of 
indigent patients, which coupled 
with the building program would 
do much to improve hospital care 
for those areas which are now in- 
adequately served, largely as a re- 
sult of the low income level of their 
population. 

The sub-committee on wartime 
health and education of the Com- 
mittee of Education and Labor of 
the U. S. Senate, under the chair- 
manship of Claude Pepper, has 
held hearings during the past 
year inviting representatives of all 
groups to present testimony in re- 
gard to present health needs and 
suggestions for correction. Dr. 
Claude Munger, as chairman of the 
Council on Government Relations 
of the American Hospital Associa- 
tion, testified in July. During that 
same month, Surgeon General 
Thomas Parran of the United 
States Public Health Service pre- 
sented detailed studies on recom- 
mendations. The testimony of Dr. 
Parran and Dr. Munger included 
recommendations for a_ hospital 
building program. Such action was 
also recommended by others who 
testified during the July hearings 
and particularly by the various rep- 
resentatives who presented recom- 


DECEMBER !944 


mendations during the hearings 
held by this subcommittee in Sep- 
tember of 1944. 

The following excerpts from tes- 
timony before the subcommittee 
recommending a hospital building 
program are of interest: 


PERRY F. PRATHER, M.D. 

General Practitioner, Hagerstown, Md. 

There is just as much need for 
hospitals and health centers in the 
communities mentioned above as 
there is for doctors. A solution of 
this problem will help solve the 
doctor shortage. ‘Doctors are more 
apt to voluntarily settle in a com- 
munity that has in it a place where 
they can send their patients for up- 
to-date diagnosis and treatment. 

One must bear in mind that 
buildings and equipment don’t 
make a hospital or a health center. 
Honest, well-trained diagnosticians 
and therapeutists, men whom the 
physicians in the neighborhood 
trust for their ability, must staff 
them. 

I don’t think there can be, nor is 
there, much argument about the 
need of equitable distribution of 
medical care. The principal argu- 
ment appears to be concerned with 


methods of finance. I believe these 


things should be on a partnership 
basis—community, state and federal 
government sharing the expense. 
By so doing, there is a spread of 
interest and responsibility. Many 
small hospitals in rural communi- 
ties are now purely surgical hospi- 
tals. These should be improved to 
include such things as maternity 
care, medical and diagnostic service. 


PAUL V. McNUTT 


Chairman of the War Manpower Com- 
mission and Federal Security Adminis- 
trator. 


It is impossible now to draw an 
exact blueprint of all postwar health 
needs, but certain obvious problems 
which require advance planning 
can be foreseen. 





The wartime shortage of physi- 
cians in civilian areas is an intensi- 
fication of the long standing mal- 
distribution of medical personnel 
and facilities. The return of thou- 
sands of doctors, dentists, and nurses 
from the armed forces should pro- 
vide the opportunity for better dis- 
tribution. The provision of ade- 
quate hospital and diagnostic fa- 
cilities is closely linked with any 
proposal to relocate health per- 
sonnel. 

There is a considerable backlog 
of delayed construction of health 
facilities, hospitals, clinics, sanitary 
works and water systems, which 
could not be built because of war 
shortages. As soon as men and ma- 
terials are available, this deficit 
should be made up. The Public 
Health Service should be provided 
with funds for planning in order 
that they may make available to 
states and localities the best possible 
technical advice in making these 
plans. 


JOHN RADFORD BOLING, M.D. 


, President, Florida Medical Association, 
nc. 


The government is in a position 
to make a constructive contribution 
to the solution of the problem of 
rural hospitalization. By supplying 
funds for a conservative building 
program it could provide general 
hospitals in those areas in which it 
is shown by the state and county 
health departments, working in 
close conjunction with the state and 
county medical societies, that the 
need actually exists. Funds for such 
projects might well be supplied 
jointly by the federal government 
and the state through the state pub- 
lic health department. 

These hospitals should not be 
large, nor too extensively or elabo- 
rately equipped and staffed, for they 
should become feeders for the near- 
est medical centers in so far as pos- 
sible. It is to be stressed that the 
communities served by these hospi- 
tals would not have sufficient popu- 
lation to support a staff of specialists. 
Aside from the economic aspect, 
there would not be enough work to 
keep the specialist proficient in his 
chosen specialty. 

A period of military training, or 
some sort of special training con- 
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tributory to it, for all within speci- 
fied age limits will doubtless be a 
feature of the immediate postwar 
years. Rural hospitals might well 
be staffed with physicians who have 
completed an internship of at least 
one year and who are permitted by 
a residency in a rural hospital to 
meet the requirement for compul- 
sory service. In addition to their 
regular duties in this capacity, they 
could aid in caring for the indigent 
during their tenure of service by be- 
coming members of the local county 
health department. 


In a state with a wisely planned 
and operated system of rural hos- 
pitals, designed to serve as feeders 
for the larger institutions in the cen- 
ters, these small hospitals might also 
be recipients of a consultation serv- 
ice. Regular visits for consultation 
by specialists from the larger units 
in the centers would enhance the 
value of the service of the rural hos- 
pital to the community and at the 
same time broaden the scope of the 
training of the resident physician. 


WILLIAM GREEN 


President, American Federation of La- 
bor. 


The American Federation of La- 
bor offers these recommendations 
for the consideration of this com- 
mittee: 


1. That searching study by pub- 
lic and private agencies of all phases 
of the problem of making available 
to all the people of the country ade- 
quate medical care be continued. 
We shall be glad to work with rep- 
resentatives of farm and industrial 
management groups and representa- 
tives of the medical profession in 
carrying on such studies. 


2. That the proposals offered by 


the surgeon general, Dr. Thomas 
Parran, in his testimony on July 12 
be presented by this subcommittee 
in the form of specific legislative 
proposals to the Congress. This pro- 
posal undertakes to attack the prob- 
lem concretely at the point of im- 
proving the distribution of facilities 
and indirectly thereby the distribu- 
tion of personnel, making the maxi- 
mum use of existing facilities and 
of local initiative. 

The program for construction of 
new facilities included in Dr. Par- 
ran’s proposal providing for a total 
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of 238,000 new and 179,000 replace- 
ment hospital beds of all types, to- 
gether with the proposed 1200 dis- 
trict health centers and 1200 district 


- health sub-centers, is one which 


could readily be integrated into a 
public works program. Such a pro- 
gram would provide useful em- 
ployment to those engaged in the 
building and construction trades 
during the postwar adjustment 
period and would contribute ma- 
terially to the health resources of 
every community in the country. 


MORRIS RASKIN, M.D. 


Medical Co-ordinator, Health Institute 
of the United Auto Workers, C.1.O. 


The postwar program of the 
U.A.W.-C.L.O. calls for expansion of 
government public works projects. 
A necessary feature of such projects 
must be a tremendous increase in 
the construction of hospitals and 
medical care centers. 

It is generally accepted that five 
general hospital beds per thousand 
of population is an optimum figure. 
In Detroit, however, there are now 
only about two beds per thousand 
people. This indicates the need 
for at least doubling present hospi- 
tal facilities. 

Only under such a program, for 
example, can the health of the large 
Negro minority in Detroit be ade- 
quately met. It is essential, more- 
over, that present restrictive admis- 
sion practices on the part of the 
hospitals should be abolished. 

With such a program of increased 
hospital facilities, an increase in 
professional and nonprofessional 
personnel is essential. Subsidies for 
continuation of the present nurses’ 
training program must be made 
available. We recommend that the 
Army Specialized Training Pro- 
gram for medical students be ex- 
panded in the postwar period to in- 
clude civilians. It is, of course, taken 
for granted that these programs will 
be made available to all who meet 
the requirements set, regardless of 
race, religion or color. 


ERNST BOAS, M.D. 

Chairman, Physicians’ Forum. 

To bring good medical care to the 
country at large and to provide for 
the needed extension of public 
health and preventive services, fully 


equipped health centers, small gen- 
eral hospitals and large general hos- 
pitals must be established through- 
out the country. Health centers will 
be the units in which the preventive 
medicine and public health work of 
the local community will be estab- 
lished. 


They should be large enough to 
include facilities for offices of physi- 
cians of that area, who with proper 
equipment and working as a group, 
can take care of many of the local 
needs. These health centers should 
be integrated with the country or 
district hospitals, and these hospitals 
in turn should be related to larger 
hospitals in the urban centers where 
the most difficult cases, and those 
requiring the most specialized treat- 
ment will be taken care of. 

Very many communities have not 
the financial resources to establish 
such institutions and federal funds 
will have to be made available for 
their construction. 

With such a setup doctors will be 
attracted to the smaller communi- 
ties and will be able to practice 
good medicine. Innumerable op- 
portunities will become available 
for doctors discharged from the 
armed services. But if these services 
are to be fully utilized, and avail- 
able to all, funds will have to be 
provided for their maintenance, and 
for the payment of doctors who 
work there. 

Again, in many parts of the coun- 
try the local communities will be 
unable to provide these funds, and 
federal funds will have to be made 
available. In part they can be pro- 
vided by funds that would otherwise 
be allotted to special veteran facili- 
ties, in return for which veterans 
would be entitled to complete care. 


HARVEY B. STONE, M.D. 


Committee on Hospitals and Medical 
Education American Medical Association. 


The writer believes that much 
benefit would accrue from a well 
thought-out and soundly organized 
program to improve the hospital 
and laboratory facilities, including 
material and personnel, in those 
areas now inadequately supplied. In 
such a statement as this is, it is 
obviously impossible to enter into 
details, but certain guiding prin- 
ciples may be outlined. 
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In the first place a careful survey 
conducted by the combined efforts 
of the state health departments and 
the state medical societies, with the 
advice of the United States Public 
Health Service, should be carried 
out to determine the actual needs. 
Such a survey would of course com- 
prehend such factors as geography, 
transportation facilities, population 
size and distribution, economic con- 
ditions, present facilities and per- 
sonnel and other similar matters. 

It would require a certain detach- 
ment of view to correct either local 
indifference or local excess of de- 
mand. An estimate of the cost of 
the necessary plant and equipment 
should be made for each area in- 
volved. In this connection it may be 
well to point out that demobiliza- 
tion at the end of the war may pre- 
sent a favorable opportunity to se- 
cure excess Army and Navy medical 
plant and equipment on attractive 
terms. 

The question of staffing such new 
installations as may be recommend- 
ed will require harmonious and 
public spirited co-operation of the 
medical profession. Here again, 
with demobilization, a unique op- 
portunity should not be missed of 
appealing successfully to many re- 
turning professional men who will 
be unsettled in their future plans. 

The financial burden of the new 
developments will require careful 
study. It would seem proper that 
the local community, county, or 
group of counties most benefitted 
should be responsible for bearing as 
much of the cost as their financial 
condition permits. The state should 
supplement where necessary the 
balance not coverable by local re- 
sources, and only when both com- 
munity and state are unable to 
make sufficient provision for the ex- 
penses deemed necessary in each in- 
stance should appeal be entertained 
for federal aid. 

It is highly likely that such in- 
stances will occur, however, and an 
arrangement similar to that estab- 
lished as a wartime measure for se- 
curing doctors for scarcity areas 
might be adopted; namely, a con- 
gressional appropriation to meet 
local deficiencies for the provision 
of needed medical installations, to 
be administered with proper safe- 
guards through the United States 
Public Health Service, operating in 
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conjunction with the state health 
department. 


LEVERETT D. BRISTOL, M.D. 


Chairman, Health Advisory Council, 
U. S. Chamber of Commerce. 


Just as each doctor’s office should 
become a health~ center for the 
private practice of preventive medi- 
cine, so also his office at least in part 
should become a branch office of the 
local health department. Only in 
this way will the public health ob- 
stacles of the present and future be 
overcome. The control of pneu- 
monia, syphilis, mental disease and 
various other disorders awaits the 
more active partnership of private 
doctor and public health officer. 
Not until the practicing physician 
assumes as much obligation and re- 
sponsibility to the public as he does 
to his private patient will these 
problems, which are now pressing 
for solution, be solved. 


In the interest of the better and 
more complete health and medical 
care of all the people, the gap in 
the organized care of the sick must 
further be closed; the best way to 
meet the need is for practicing phy- 
sicians and health authorities to ap- 
proach one another on the common 


ground of an active, co-ordinated 
program with the financial backing 
of the public, where necessary. Such 
a co-ordinated program should in- 
clude (a) further development of 
health centers under public aus- 
pices, for carrying on health depart- 
ment activities required by law, in- 
cluding an expanded program of 
health education, and (b) the fur- 
ther development of medical treat- 
ment centers in connection with 
hospitals and their out-patient de- 


* partments. 


City health administration of the 
future must become more and more 
decentralized, with the development 
of neighborhood health districts and 
full-time district medical officers. 
While city health administrative 
units of the future should be con- 
tracted and increased in number, 
rural health units must be expanded 
and decreased in number. No one 
pattern for rural health administra- 
tion seems practicable and feasible 
for all sections of the United States. 
The one thing which is evident is 
that the small town, isolated, part 
time, underfinanced local health de- 
partment, without trained leader- 
ship, is entirely out of date, and in 
many communities there is urgent 
need for a new model. 


Flospital’s Role in the Treatment of 
VENEREAL DISEASE 


HE Journal of the American 
T Medical Association for Sep- 
tember 9, 1944, contained three or- 
iginal articles on the use of peni- 
cillin in the treatment of syphilis. 
These are preliminary reports in the 
sense that the effectiveness of peni- 
cillin in the treatment of syphilis is 
admittedly a matter which cannot 
be decided until a large number of 
cases have been followed for sev- 
eral years. There is, however, good 
reason why hospital administrators 
have an interest in the subject at 
this time. 

Dr. Moore says: “It should also 
be emphasized that penicillin, as so 
far employed in early syphilis, is not 
suitable for mass application. In- 
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jections every three hours day and 
night, over whatever period of time, 
demand hospitalization and trained 
nursing or professional care. How- 
ever available these may be for the 
armed forces, facilities are inade- 
quate in civilian practice to meet 
the enormous demand. The even- 
tual general use of the drug depends 
on the development of methods 
which will permit its administration 
on an ambulatory basis.’ 

The duration of treatment at 
three hour intervals now extends 
over a period of seven or eight days. 
It is pointed out, however, that the 
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optimum interval between injec- 
tions and total days of treatment 
has not yet been definitely and final- 
ly determined. It is to be expected 
that physicians will tend to be con- 
servative in the use of penicillin in 
syphilis pending the general release 
of penicillin and the completion of 
experimental studies now in prog- 
ress. 


If, as was suggested, these cases 
can. be safely treated on an ambula- 
tory round-the-clock basis, it would 
seem that hospitals offer the most 
convenient and adequate facilities, 
at least until new discoveries pro- 
vide safe methods for maintaining 
satisfactory levels without such fre- 
quent dosage. The problem is to 
arrive at arrangements satisfactory 
to the private physician, the hos- 
pital and to public health authori- 
ties. 

Is the physician to give some of 
the treatments at his office and send 
the patient to the hospital for the 
treatments required after office 
hours? If the treatment is thus split 
between two or more physicians, 
will the patient be assured of the 
continuity of treatment to which he 
is entitled and which is necessary 
for his safety? If a portion of the 
treatment is given by hospital resi- 
dent staff to patients who can afford 
to pay their private physicians, how 
will such a procedure affect the gen- 
eral character of the practice of 
medicine? 


How to Keep Records? 


How can the patient’s records be 
kept so that treatment given at the 
hospital and at the doctor’s office 
make a continuous history? If the 
place of treatment on an ambula- 
tory basis is not in hospitals, what 
are the alternatives and what might 
be their short term and long term 
impact upon medical and hospital 
practice? 

These problems are now being 
considered and there is promise that 
arrangements mutually satisfactory 
to hospitals, physicians and_pa- 
tients can be worked out. Although 
administrators usually are not par- 
ticularly concerned with the tech- 
nics of treatment, it is evident that 
hospitals do have an interest in the 
penicillin treatment of syphilis and 
may for that reason wish to follow 
developments with respect to this 
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disease more closely than would be 
their custom. If penicillin replaces 
other methods of accelerated ‘ther- 
apy, it will affect hospitals which 
now have rapid treatment centers as 
well as those which may participate 
in penicillin therapy. 

The following paragraph con- 
cerning penicillin and gonorrhea is 
quoted from a recent report: 

“Of 412 syphilitic patients ex- 
amined only once, 132, Or 32 per 
cent, had a urethral discharge which 
warranted the making of a spread. 
Eighty-two (20 per cent) of all the 
patients interviewed had a urethral 
discharge which was positive for 
gramnegative intracellular diplo- 
cocci.’”? 


One Spread Not Enough 


One can only speculate what the 
total percentage would have been 
if several smears had been taken 
over a period of time or cultures 
used because past experience indi- 
cates that one spread (or smear) 
fails to detect an appreciable num- 
ber of cases which can be detected 
if more than one smear or if cul- 
tures are used. 

The report concludes: “This study 
suggests that the present methods of 
dealing with gonorrhea are ineffec- 
tive from the standpoint of diag- 
nosis, treatment and epidemiology. 

“Penicillin is proving to be an 
effective yet relatively nontoxic 
therapeutic agent in the treatment 
of gonorrhea. Treatment with peni- 
cillin can be telescoped into a period 
of hours rather than days. 

“It is therefore apparent that by 
providing a brief period of hospital- 
ization for infectious gonorrhea pa- 
tients during which penicillin can 
be rapidly administered in large 
doses, public health agencies can 
effectively break the present chain 
of infection in many places. 

“The expenditure of public funds 
to provide the required hospital 
treatment would represent a real 
public health “bargain’.”? 

A nice balance must be struck be- 
tween the above conclusion (or any 
conclusion) and the rapid develop- 
ment in the use of penicillin. It 
appears now that the greater bulk 
of gonorrheal patients may be treat- 
ed satisfactorily in private offices if 
the early encouraging results of the 
one intramuscular injection of peni- 


cillin in beeswax and oil are con- 
firmed. 

It is common knowledge that the 
symptoms of gonorrhea develop 
within a few hours or days whereas 
the symptoms of syphilis usually ap- 
pear about three weeks after expo- 
sure. Those specializing in the treat- 
ment of venereal diseases no doubt 
are giving serious consideration to 
the problems which penicillin treat- 
ment of gonorrhea may present in 
the control of syphilis in persons 
simultaneously exposed to both dis- 
eases. It is not yet entirely clear 
what effect the dosages used in the 
treatment of gonorrhea immedi- 
ately after the appearance of symp- 
toms will have on the course of 
syphilis. 

The proper use of penicillin in 
the treatment of syphilis and gon- 
orrhea is a matter for medical de- 
cision, but, because hospitals may 
be used for the treatment by peni- 
cillin of patients with venereal dis- 
ease, it is desirable that hospital 
administrators follow the newer de- 
velopments in the treatment of both 
in order that they may co-operate 
intelligently with the medical pro- 
fession insofar as the use of hospitals 
is concerned. 


May Change Rules 


With the newer methods of 
treatment of both syphilis and gon- 
orrhea apparently providing a 
method whereby patients can be 
rendered noninfectious within a few 
hours every general hospital should 
be able to accept these patients. 
This may require in some states a 
change. in the rules and regulations 
with reference to the hospitalization 
of venereal diseases. 

It is intelligent planning by physi- 
cians, hospital administrators and 
public health authorities based on 
familiarity with current and forsee- 
able additions to the armamentari- 
um that will eventuate in the best 
integration of hospitals into the 
treatment of venereal disease. 
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T Is NOT NEWS to the members of 
I this group to say that there are 
more beds in the hospitals of the 
United States occupied by mental 
patients than by all other types 
combined. It may, however, be 
news to you to learn that in Janu- 
ary, 1944 there were 1,307 accredit- 
ed basic schools of nursing in the 
United States, yet only 32 of these 
were in the mental hospitals and 17 
of those 32 are in New York State. 

That statement alone explains a 
great deal of what exists today with 
respect to the shortages of nurses in 
mental hospitals. It is true that the 
war has made inroads upon per- 
sonnel in all brackets but the situa- 
tion cannot be blamed upon the 
war. 


Many Aides Untrained 


There are 14 states giving no 
type of course in psychiatric nurs- 
ing whatsoever, yet everyone of 
those states is graduating students 
from schools of nursing. What does 
this mean? Briefly this, that while 
money has been spent lavishly to 
recruit student nurses and to pre- 
pare them, many of our mentally 
ill are being cared for by people 
untrained in psychiatric nursing. 

It is a fact that there are state 
hospitals with more than 2,000 pa- 
tients, which have one registered 
nurse. That is below the standard 
for the maintenance of health in 
communities of well people. There 
is no general hospital where such 
conditions would prevail for a day, 
yet these patients, even as those in 
the general hospitals, should have 


From a paper, ‘‘Newer Trends in Psychiatric 
Nursing,” presented at the American Hospital 
Association Third War Conference, in Cleveland, 
October 1944. The paper is based upon a survey 
of mental hospitals of the United States and 
Canada in the past two years. This project has 
included a sampling of mental institutions located 
in 34 states and in four provinces of the Dominion 
of Canada. The work was initiated by the Nurs- 
ing Committee of the American Psychiatric Asso- 
ciation and is being financed by a grant from the 
Rockefeller Foundation. 
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the benefit of care that is expert. 
Because they are mentally sick, pa- 
tients do not become exempt from 
physical ills and many of these have 
both. 

We should not be misled into 
thinking that such conditions pre- 
vail only in the isolated mountain 
states or the southern states where 
the economic level is low. Of those 
hospitals visited, the one having the 
largest number of patients (2,864) 
with one registered nurse was in 
one of the richest states in our 
nation. 

This represents one extreme. Let 
us now examine the other 34 states, 
those having educational programs 
in psychiatric nursing. By far the 
most prevalent type of course is the 
affiliation ranging from 8 to 16 
weeks, the trend being toward the 
shorter periods following compres- 
sion of the entire course of study 
under the U. S$. Cadet Nurse Corps 
plan. In some states only a few 
students have this affiliation. In two 
states and the District of Columbia 
it is required as prerequisite to 
registration. This gives some idea 
of the educational situation. 


Therapy Picture Similar 


In regard to staffing and the 
therapies being carried on, the pic- 
ture presents a similar parallel. Go- 
ing from the worst to the best, 
there are those mental hospitals 
where the staff of qualified, well 
prepared nurses averages one to 3.1 
patients. Here one sees the very best 
care being given and it is this very 
knowledge of what can be, and in 
some cases is being done, that makes 
the poorer situation the more in- 
tolerable. 

The three major factors responsi- 
ble for unsatisfactory conditions ap- 


pear to be lack of vision, low budg- 
ets and poor organization. Under 
the first indictment, I would place 
the lack of outside contacts and the 
failure to establish and maintain 
an educational program. Isolation 
—and this does not refer entirely to 
geographical location—has been the 
curse of our mental institutions. 

As to budget, for the biennial 
period ending June go, 1942, one 
state reports the per capita costs 
for patients in the state hospital at 
$14.88 per month. In this same 
state, the per capita costs as re- 
ported for the state penitentiary 
was $21.89 per month. 


A ‘Two-Headed’ Setup 


The organization of the nursing 
service in many of our mental in- 
stitutions is a peculiar two-headed 
arrangement with a director of 
nurses for the women’s service and 
a chief attendant at the head of 
the men’s service. More often than 
otherwise this person is untrained, 
having obtained his position by 
years of service on the wards. In 
some institutions the line of de- 
marcation between men and wom- 
en patients is such that a woman 
nurse or woman attendant never 
crosses the threshold of the men’s 
wards. 

The results of such organization 
are obvious. Few hospitals, particu- 
larly now, have male nurses. Con- 
sequently, patients may be cared 
for even during postoperative pe- 
riods by men attendants in hospi- 
tals where there are women nurses 
on duty. That such a differentia- 
tion should be made between men 
and women patients in this modern 
age seems incredible. 

Not only is there this failure to 
use the women nurses on the men’s 
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services, but all too frequently the 
best prepared nurses have little re- 
sponsibility for the nursing care of 
the patients. Often the highest 
ranking nurse may be the principal 
of the school of nursing, with no 
authority whatsoever over the at- 
tendants who are giving the major 
portion of nursing care. She may 
even be called the superintendent 
of nurses and have responsibility 
only for the graduate ‘nurses. 


May Lack Authority 


In one situation observed, an at- 
tendant was reading a magazine 
while his patients obviously were 
being neglected. When the super- 
intendent of nurses was questioned 
as to why she permitted this she re- 
plied that she could do nothing. 
Attendants in this institution were 
under an elderly matron who was 
responsible directly to the superin- 
tendent of the hospital. 

Such customs and policies as this 
cannot be blamed upon the present 
emergency, but rather part of the 
emergency may well be blamed 
upon such conditions. Some may 
ask, “Why is this so?’”” The answer 
to a great extent lies in tradition. 
Many psychiatric hospitals of today 
came into being before there were 
co-educational schools and a gen- 
eral mingling of the sexes. One 
after another, the same pattern was 
followed as to architecture without, 
and to custom within. Like the 
chambered nautilus they have car- 
ried the past along as they built for 
the future. 


Early mental hospitals, with all 
of their limitations when viewed 
by the standards of today, had 
much to recommend them. Particu- 
larly under the inspiration of Dor- 
othea Dix, many schools of nursing 
were organized and for that period 
they appear to have been good. 
Many nurses who have contributed 
most to psychiatric nursing are 
graduates of these schools. There 
came a time, however, when lead- 
ers in nursing education came to 
believe that specialized hospitals 
were not proper places to maintain 
schools of nursing. This has dis- 
couraged both the establishment of 
new schools and the continuation 
of old ones. 


It may be said that if the hospi- 
tals are as painted here, then they 
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have no business to operate schools 
of nursing, but how can we hope 
for improvement if we continue 
to turn from them? While good 
schools can be conducted in mental 
hospitals—and some of those that 
have been hardy enough to survive 
are excellent—the day for establish- 
ing and expanding basic schools in 
mental hospitals appears to have 
passed. 

This conclusion is based upon 
facts such as the closing of 15, basic 
schools in mental hospitals since 
1938. What can we do to stem the 
tide? What provision can we make 
to care for the half million mental 
patients who are presently with us? 
Briefly, what we who are concerned 
with psychiatric nursing propose is 
this: , 

First, to encourage and strength- 
en the basic schools in every way 
possible. 

SECOND, to use the psychiatric 
hospitals for affiliate courses for stu- 
dents in the general school of nurs- 
ing to the extent that this will be- 
come a part of the education of 
every nurse. While it is conceded 
that a few weeks or months spent 
as an undergraduate student do 
not make a clinical specialist in psy- 
chiatric nursing, this should be a 
valuable experience in many ways. 
It should give the nurse a better 
understanding of all her patients, 
and thus contribute immeasurably 
to her efficiency in the general hos- 
pital. 


All Face Problems 


No hospital and no field of nurs- 
ing is without its psychiatric prob- 
lems whether they are so labeled or 
not. Mind and body are not sep- 
arate entities, but parts of a whole, 
and one cannot be considered ex- 
cept in relation to the other. 


That this is not impossible of 
achievement has been demonstrated 
by the fact that it is being done al- 
ready in two states and the District 
of Columbia. If by these, why not 
by all? Such a program would give 
an introduction to the psychiatric 
field and undoubtedly many nurses, 
after graduation, would seek this 
as a field for further endeavor. 

Under the present system, many 
of our nurses graduated every year 
have never been inside a mental 
hospital and are, therefore, often 


as apprehensive and fearful as a lay 
person when in contact with a case 
of frank mental disorder. A further 
significant contribution from such 
a program should be that of de- 
veloping the personality of the 
nurse herself. Any course in psy- 
chiatric nursing which does not 
make the nurse more tolerant, more 
tactful, more observant and better 
able to adjust to situations has 
failed in its purpose. 


Leaders Are Needed 


The chief handicap to the realiza- 
tion of this goal of study is a lack 
of competent leaders to establish 
and direct such courses. Knowing 
that the supply has never been ade- 
quate, little relief can be expected 
with the cessation of hostilities and 
consequent return of nurses to civil- 
ian life. We believe that the ap- 
proach to this will have to be made 
through the establishment of post- 
graduate courses. At this time 
postgraduate courses have practi- 
cally ceased to exist. 


In hospitals visited in the United 
States during the past two years, 
there has been recorded a total of 
only four graduate students en- 
rolled. Naturally young nurses are 
not going to take time for this 
when they are so greatly needed for 
immediate service. However, the 
colleges and universities do not re- 
port such a drastic curtailment in 
enrollment. In order to attract stu- 
dents and raise the level of psy- 
chiatric nursing education, there- 
fore, it may be desirable to work 
out co-operative arrangements be- 
tween some of the universities with 
established curricula in nursing and 
certain of the better psychiatric 
hospitals. This would lead to post- 
graduate courses of a higher caliber. 

By far the larger number of so- 
called postgraduate courses were in 
reality prolonged bedside courses at 
an undergraduate level. The nurse 
had graduated, but often it was her 
introduction to psychiatric nursing. 
Frequently the lectures for gradu- 
ate and student nurses were com- 
bined. As a consequence the post- 
graduate course became merely an 
extension of the basic preparation. 
The graduate student, who came to 
the course with previous psychiatric 
nursing experience, often was dis- 
appointed because she received lit- 
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tle more than her sister who had a 
basic affiliate course. While bedside 
courses have much to recommend 
them they do not prepare the lead- 
ers in psychiatric nursing so urgent- 
ly needed at this time. 

Hospitals are primarily service 
institutions and few have the edu- 
cational staffs for advanced teach- 
ing. Universities, on the other hand, 
“serve this particular purpose. Why 
not combine the two? With this in 
mind, plans for such courses were 
evolved and three have already 
been established. ‘These are be- 
tween the Catholic University of 
America and St. Elizabeth’s Hos- 
pital, a mental hospital of more 
than 7,000 beds in Washington, 
D. C.; the University of Minnesota 
and the Rochester State Hospital, 
and the University of Washington 
in combination with the state hos- 
pitals of Washington. 


Two Categories Advised 


Up to this point, the discussion 
has centered around the registered 
nurse or the student who expected 
to become a registered nurse. Miss 
Nightingale, wise woman that she 
was, advocated the preparation of 
two types or groups of nurses. 
Those less well qualified prior to 
training were entered as_proba- 
tioners; the better educated who 
were the potential leaders were 
called the lady probationers. The 
schools of nursing lost this concept 
early and the whole drive has been 
to have only graduate nurses pre- 
pared, and those upon the basis of 
higher and higher standards. 

This has worked many hardships 
upon the hospitals, the patients and 
the nurses. Until the U. S. Cadet 
Nurse Corps came into existence 
the education of a nurse was ex- 
pensive to her, which in turn made 
her services costly and reduced the 
number of nurses in direct propor- 
tion to the elevation of the stand- 
ards for admission. Yet no provi- 
sion was made by the nursing pro- 
fession to prepare others at a lower 
level for the less specialized duties 
not requiring the high degree of 
intelligence and skill as those per- 
formed by the nurse. 

With the large numbers of pa- 
tients in mental hospitals and too 
few psychiatric nurses — and with 
budgets often too low to employ 
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those that might be available—the 
mental institutions have depended 
to a great extent upon the attend- 
ants for nursing care. There have 
been no courses developed for this 
group except by the individual hos- 
pitals and in a few instances by 
state departments of mental hy- 
giene. Lacking a standard curricu- 
lum, these have ranged from no in- 
struction to courses out of all pro- 
portion to the status of the position 
or the duties to be performed. Such 
a system is time consuming, eco- 
nomically wasteful and leads to a 
variety of techniques, but plans are 
now being made for recognized 
courses for attendants and practical 
nurses. 

In summary, the trends in psy- 
chiatric nursing are as follows: 


1. To strengthen the basic 
schools of nursing in mental hos- 
pitals. 


2. To include psychiatry in the 
program of every student nurse. 


3. To establish postgraduate 





courses which will be truly what 
the term implies, courses at the 
graduate level. 

4. To establish relatively uni- 
form courses for attendants and 
practical nurses on the basis of a 
curriculum. 


Objectives Not Simple 


Every one of these objectives has 
many steps and not one is so sim- 
ple as it sounds. As an indication 
of the trend of the times, the Nurs- 
ing Committee of the American 
Psychiatric Association at its cen- 
tennial meeting in Philadelphia in 
May, passed unanimously a resolu- 
tion that all nursing care of all pa- 
tients and all activities relating to 
nursing education in mental hos- 
pitals be centralized under the di- 
rector of nursing, she being re- 
sponsible to the superintendent of 
the hospital. If incorporated into 
the standards and policies of the 
association, as we expect it will be, 
this should be a far-reaching conse- 
quence. 





Dry ICE should not be placed 
in refrigeration compartments — 
and all frozen foods should be 
inspected for complete removal of 
dry ice packing material, the Navy 
warned recently after an accident 
on board a destroyer escort vessel 
nearly resulted in the death of two 
men. The incident was reported in 
the November issue of the Hospital 
Corps Quarterly. 

Ice cream, packed in dry ice, was 
placed in a closed cold storage 
compartment which also contained 
meat. Four days later two men 
were found in the compartment, 
their inert bodies resting one on 
the other. 

Placed on the main deck in the 
open air, one man was quite wide 
awake, clear headed and comfort- 
able in about 20 minutes. The sec- 
ond man, who was transferred later 
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to a nearby naval dispensary, was 
considered clinically normal in all 
respects the following morning. 

When questioned, the second 
man said that after removing a 
box of frozen meat from the com- 
partment, they had returned to the 
vestibule. Since they felt dizzy and 
tired, they decided to sit down for 
a minute. The man who had re- 
covered more rapidly did not re- 
member removing the meat from 
the refrigerator. 

The men had logged into the 
refrigerator at 9 A. M. and were 
found at 10:40 a. m. “They must 
have been on cold storage at about 
50 to 55 degrees F. in an atmos- 
phere of carbon dioxide of asphyxi- 
ation concentration for over one 
and a half hours,” the report con- 
cludes. 
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A Hospital Philosophy on 
PENSION PLANS 


HESE ARE DAYS when great social 
ae are imminent through- 
out the world. There is widespread 
discussion of philosophies, theories 
and ideas intended to influence 
both the shape of the social struc- 
ture and the relations that will exist 
among the people who dwell with- 
in it. Much emphasis is being 
placed on the premise that all per- 
sons must be given an opportunity 
to achieve economic security and 
that provision must be made for 
their needs from birth to death. 
This doctrine has been given wide 
acceptance in our Own country 
where the standard of living is ever 
rising to new high levels and where 
distribution of wealth is covering 
an ever broadening base. 


Sound Relations Vital 


Under our present economy the 
great majority of people earn their 
livelihood by selling their services 
to others; thus the matter of em- 
ployer-employee relations becomes 
of paramount importance. Every 
day it is being clearly demonstrated 
that the success of an enterprise de- 
pends on complete co-operation be- 
tween the employer and the em- 
ployee. Furthermore, it is being 
made very plain that in recognition 
of this fact employers are taking an 
increasing interest in the welfare 
and the wellbeing of the workers. 
Full and comprehensive personnel 
relations programs are being de: 
veloped and cover rates of pay for 
work done during regular working 
hours and for additional time 
worked; plans for pay increases and 
promotions; vacations with pay; 
standard working hours; modern 
working conditions; sick leave al- 
lowances; medical and _ hospital 
care; social insurance, including 
provision for unemployment, dis- 
ability and retirement, and life in- 
surance. 


From a paper, ‘‘Pensions for Hospital Person- 
nel,”’ presented at the American Hospital Associa- 
tion Third War Conference, in Cleveland, Oc- 
tober 1944. 
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Thus does management provide 
for the worker over the entire span 
of life. If such provision is thought 
to be necessary in other fields there 
can be no good reason to deny the 
hospital employee the same protec- 
tion. It has been said that the hos- 
pital is an institution dedicated to 
the service of humanity; truly to de- 
serve that designation it must be 
just in its attitude towards all men, 
including its employees, and take a 
proper part in the legitimate moves 
to improve their lot. 

To do this hospitals must recog- 
nize and accept the fundamental 
and immutable truth that hospital 
personnel are subject to all laws 
that influence the destiny of man- 
kind, be they natural laws or those 
created by statute. Fatigue, illness, 
old age and death will visit every 
person connected with hospitals 
and preparation must be made to 
meet all of them. Taxes must be 
paid to the government and pay- 
ment must be made for food, shel- 
ter and clothing. , 

The hospital employee has the 
same ambitions, aspirations and 
hopes as all other workers: To own 
a home or a car or a radio; to be 
able to care adequately for a family 
and to educate children properly; 
to provide for old age — all these 
are natural and normal emotions, 
the realization of which should not 
be denied to any person because of 
employment in a hospital. After a 
long and arduous career in the 
service of humanity the hospital 
worker has earned the right to en- 
joy old age without worry and 
without charity, but with self re- 
spect and with dignity. 

The function of the modern hos- 
pital is to protect, preserve and re- 
store health; to teach students of 
medicine, nursing, nutrition and 
other sciences, and to engage in re- 
search. It must be part of the very 


foundation of any society that 
hopes to endure; there can be no 
doubt about the value of the great 
contribution it makes to the happi- 
ness and wellbeing of all men. Its 
activities are many and complex 
and if it is to function humanely, 
efficiently and economically it must 
engage the services of people of 
character, integrity, intelligence, 
understanding, ambition and abil- 
ity. 

To attract and to hold such peo- 
ple.certain inducements must be 
offered, one of which is protection 
against the tribulations and vicissi- 
tudes of old age. In short, the hos- 
pital employee must be shown the 
same consideration and given the 
same opportunities to achieve hap- 
piness and security as all other per- 
sons. 


Stabilizes Employment 


A pension plan tends to stabilize 
employment and reduce turnover 
because it is to the advantage of the 
employee to remain in the employ 
of an institution that provides for 
an income at a time in life when the 
earning power of the employee is 
reduced to the vanishing point. 
Thus, the institution receives the 
benefit of the knowledge, skill and 
experience acquired by the em- 
ployee through long years of asso- 
ciation with the affairs of the hos- 
pital and this should lead to service 
that is both efficient and econom- 
ical. The approach of old age is 
no longer a source of worry to the 
employee and, this, too, should 
make for better work. 

When a pension plan is in effect, 
qualified juniors can look forward 
with certainty to promotion in posi- 
tion and increase in compensation. 
Once again the hospital benefits 
through the direct efforts of ambi- 
tious and satisfied employees whose 
work has been rewarded and 
through the introduction of new 
ideas and new methods which they 
invariably suggest. 

A feeling of loyalty and good will 
is built up in the minds of the em- 
ployees, who look on the hospital 
as a lifelong friend. This is invalu- 
able to the hospital both in the 
way everyday duties are performed 
and as a means of gaining the es- 
teem and support of the public. 

Undoubtedly, the financial prob- 
lems that will arise in connection 
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with a pension system seem almost 
insoluble to many hospital execu- 
tives. Indeed, they cannot be solved 
unless a change is made in the basic 
thinking that has heretofore gov- 
erned the attitude of hospitals to- 
wards matters of finance. 

The hospital is an integral part 
of human society; it is subject to 
the same natural and artificial 
forces that influence the destiny of 
all earthly enterprise. It is time 
to abandon the‘illogical idea that 
hospitals exist “in some kind of 
vacuum that makes them immune 
to the effects of the universal laws 
of economics and finance. 


From time immemorial debt has 
been looked upon as something to 
be avoided as one would avoid the 
plague and today the potential con- 
sequences of our enormous national 
debt have aroused more anxiety 
and concern than anything except 
the war itself? yet there have been 
instances where debt has actually 
been spoken of as a measure of hos- 
pital efficiency. 

This point of view must be 
changed. Hospitals must realize 
that they must be solvent and that 
they cannot continue to give away 
something for which they receive 
nothing and yet remain in exist- 
ence. The services they give must 
be paid for in full and the payment 
must cover all legitimate costs of 
operation, including those of a pen- 
sion plan. 

Let me emphasize that this does 
not mean that the traditional hos- 
pital policy towards ill and injured 
persons is to be changed. The need 
of the individual for medical care 
has always been the prime reason 
for admission to our hospitals and 
so it must remain. Nevertheless the 
cost of hospitalization must be met 
by the patient directly or by an- 
other individual or agency on be- 
half of the patient, but regardless 
of the method used, the hospital 
should be reimbursed in full. 

Furthermore, it should be kept 
in mind that under present day 
conditions and in accordance with 
indicated social trends, it is prob- 
able that federal legislation will be 
enacted in the not too distant fu- 
ture to bring hospital employees 
under the provisions of the Social 
Security Act and this, of course, will 
include pensions. 
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Thus, all things considered, there 
is no doubt in my mind that hos- 
pitals would be well advised to pro- 
vide for pensions for their em- 
ployees, but there is considerable 
doubt as to whether this can be 
done without a change in basic hos- 
pital business philosophy. There 
can be no pensions unless the fi- 
nancial policy of the hospital is 
sound in all respects; hence the 
need for a balanced budget. Let me 
say a few words about my idea of a 
basic hospital philosophy; one that 
should underlie relations between 
the hospital and society and would 
make for a balanced budget. 


It is my firm conviction that the 
hospital is an institution noble in 
purpose and in function; that the 
existence of the hospital is essential 
to the happiness and wellbeing of 
all persons; that the hospital should 
continue to serve the afflicted with- 
out profit, recognizing only the 
need of the individual for medical 
care, while ignoring race or creed; 
that the hospital should be made 
free and strong and self-sufficient 
and that this cannot be brought 
about while the hospital is depend- 


ent for its existence upon charity, 
benevolence or sufferance. 

I also believe that the hospital 
is subject to the laws of nature and 
those enacted by statute and that 
it will inevitably react, as does all 
other human enterprise, to artificial 
interference and restriction; that 
the hospital should meet in full 
measure its obligation to the indi- 
vidual and to the community and 
that in turn the individual and the 
community should faithfully dis- 
charge their indebtedness to the 
hospital and should assume all 
burdens that are rightfully theirs; 
that hospital personnel are an in- 
tegral part of human society with 
the same responsibilities, the same 
normal urge for improvement in 
self and in station in life, the same 
need for economic protection as all 
other persons; that full recognition 
should be given by the hospital and 
by society to all of these truths. 

Here, then, is the basis for what 
might be termed an emancipation 
proclamation for hospitals, the 
adoption of which in my opinion 
will lead to better care of patients 
by a loyal, happy and contented 
personnel. 


THE VOLUNTEER 


Also Faces a ‘Reconverston’ Peril 


HAT SHOULD BE the role of the 

Ww volunteer in the postwar 
world? That role is something 
which should be given very careful 
thought by all of us in the next few 
months. 

In 1942, Mrs. John Reibold, at 
the St. Louis meeting, listed the fol- 
lowing four reasons for volunteer 
work: (1) To release a nurse for 
service; (2) a recognition for the 
need to help; (3) a relative in mili- 
tary service; (4) opportunity to do 
work one is interested in. 

If the above four reasons are a 
complete list, it will mean that an 
end to the war will eliminate the 
first three reasons and_ thereby 
"From a paper, “The Role of the Volunteer,” 
presented at the American Hospital Association 


Third War Conference, in Cleveland, October 
1944, 
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eliminate about three-quarters of 
our volunteers. This, of course, 
must not happen. Our reconversion 
plans must prevent it. Before dis- 
cussing ways of preventing a com- 
plete collapse of this excellent pro- 
gram, which has been built up since 
Pearl Harbor, there are three fun- 
damental principles which I believe 
exist, and which every volunteer 
group should face: 

First, the day of discussing wheth- 
er volunteer services have a place 
in the hospital is over. The volun- 
teer has arrived, has become of age, 
has been examined in this war 
period and has not been found 
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wanting. She should no longer 
merely be tolerated in any hospital. 
Her discussions and deliberations 
at such meetings as this should now 
graduate from the fundamental 
principles of organization, rules 
and regulations, full-time directors, 
co-operation with the professional 
staff and dependability. 


The field is now at a professional 
level even though a volunteer one. 
You volunteers should raise your 
sights to new horizons. World War 
II has been the climax to your 
struggle to make your place in the 
sun. You have done it nobly. 


Secondly, your leaders in the 
postwar world should be ever watch- 
ful that they are not accused of dis- 
placing workers from paid _posi- 
tions. Many of the tasks you are 
doing so well without pay during 
this war are those of the paid work- 
ers hospitals can not employ. No 
hospital should be allowed to avail 
itself of your services after the war 
purely for economic purposes. 


Fund-raising, while a very im- 
portant function in some hospitals, 
should give way in importance to 
the value of public relations and 
health education in the community. 
Hospitals must find some way of 
financing operations in a sound, 
business-like manner, without de- 
pending upon tea parties and cake 
sales. If we do not, others will find 
a way. 


Let Volunteer Lead 


Third, we must recognize that 
to be successful, a volunteer service 
must be voluntary from the top 
down. A service which is sparked 
by the administrator is bound to 
fail. 


With the above three principles 
in mind, we can move on to re- 
conversion with the happy thought 
that in a world of compulsion the 
volunteer service will be a bright 
and shining light. 


No one knows the fate of our 
Red Cross Nurses’ Aides when the 
war ends, but with this one group 
alone there will be thousands of 
women who for the first time in 
their lives have done volunteer 
work. They constitute an excellent 
source of future volunteers for fur- 
ther ventures into community serv- 
ice. 
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Our only hope to reclaim this 
vast potential volunteer service is 
to expand our.existing service to 
our patients. Each group should 
review its own hospital in consul- 
tation with the administrator to see 
if the service could be expanded. 
It should ask, “Does our volunteer 
activity include library service, lab- 
oratory work, playroom activities, 
dressings and sewing, flower service, 
shopping service, occupational and 
recreational therapy, community 
chest fund solicitation, Hospital 
Day activities, hospital organ or 
publication, motor corps, clinic 
workers?” 


Can Add Services 


Seldom does one see all the above 
present in one hospital, and yet 
here is an opportunity to establish 
many additional and valuable serv- 
ices. We must remember also that 
many volunteer workers will want 
to take a sabbatical leave when the 
war ends and the hubby or sweet- 
heart returns. This will be natural, 
but the hospital that keeps in con- 
tact with its wartime volunteers 
will have many of them back in a 
few months, and it should be kept 
in mind that hospital volunteer 
service has always held the greatest 
interest in the volunteer field. 


War activities have proved-to us 
that our groups need direction and 
co-ordination. A paid director seems 
desirable. There is no quicker way 
to kill the volunteer spirit than to 
assign a worker to a post where she 
is not needed. This can only be 
prevented by good direction and a 
follow-up by the co-ordinator or 
director. In this respect, I would 
like to recommend for your, reading 
the splendid booklet put out by the 
American Hospital Association, en- 
titled, “Organization Guide for 
Hospital Volunteer Service.” 


Postwar volunteers should be se- 
lected with great care, and in so do- 
ing you will raise the level of serv- 
ice and dignity. It should be kept 
in mind that a good wartime volun- 
teer may not be a good peace-time 
volunteer. When the workers have 
been selected, they should be as- 
signed after a careful evaluation of 
their abilities. To assign a worker 
to the library service who never 
reads, or one who projects her sub- 


jective reading likes and dislikes to 
the patient, will defeat the library 
service. Here, as in every other 
branch of hospital service, we must 
keep the square pegs and the square 
holes together. 

The war has taught us the value 
of training programs. Interest lags 
as soon as the worker feels she has 
reached the maximum there is to 
acquire. Volunteer service is no 
longer a one-way street. The spirit 
of receiving must be in balance 
with the spirit of giving. If it is 
not, your group will soon be out of 
tune with the institution. 

There are a wealth of interesting 
material and a number of interest- 
ing teachers in every hospital which 
should be utilized. Many of the 
Junior League groups have carried 
out series of lectures on community 
health agencies and city govern- 
ment with their new members. This 
I believe to be an excellent idea. 

I sincerely hope that the hos- 
pitals and their volunteer services 
will become more and more aware 
of outside community health agen- 
cies beyond the hospital walls. We 
will only do our maximum amount 
of good in the health field when we 
truly see how much it embraces. 
There is no end to the interesting 
training programs which can be ar- 
ranged by an alert, well-grounded 
director of volunteers. Training 
should not be confined to the vol- 
unteer, but should embrace the en- 
tire personnel in considering volun- 
teer service. 


Recognition Is Due 


Some recognition should be given 
for long service. In the past, we 
have taken volunteers too much for 
granted. Perhaps it should be con- 
sidered a compliment that they 
have done their job so well and 
have fitted into the organization so 
well that the administrator has had 
a hard time differentiating them 
from his professional staff. The war, 
however, has also demonstrated the 
value of a uniform, a bar, a ribbon, 
a button or a new title. 

Here again these details must be 
watched for and initiated by the 
director of volunteers, with the ac- 
tive support of the administrator, 
and periodically the volunteer 
should receive her pay envelope 
filled with appreciation. 
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Experience Proves That Costs Should Be the Basis of 
COMPENSATION CASE RATES 


HE METHOD of the Children’s 

Bureau in arriving at rates for 
payment to hospitals in EMIC cases 
is not new, except in that it pays 
each individual hospital its costs. 
In New York State hospitals have 
collected costs—average costs—from 
compensation insurance carriers 
for more than six years. 


Insurance premiums of all kinds 
are paid with a view to receiving 
full costs, up to the value of the 
policy, in event of loss. Compensa- 
tion insurance is not different from 
other types of insurance. It is in- 
tended to pay for the medical and 
hospital care of injured workmen, 
plus an allowance based on weekly 
earnings. We are concerned here 
only with the hospital care. 


Had Varying Rates 


For many years the hospitals of 
New York State had varying rates 
for hospital care of injured work- 
men. Rates ranged in New York 
City from $2.50 to $6 a day. Medi- 
cal and surgical fees, x-ray and, 
laboratory charges were equally as 
varied. Some private hospitals 
would charge low hospital fees and 
make it up on extra charges. 


The result was bedlam. Carriers 
would instruct employers to send 
patients to low cost surgeons and 
hospitals. A large majority of the 
bills submitted had to go to referee 
hearings, taking the time of doctors 
and hospital employees; and com- 
pensation business was a headache 
to the average voluntary hospital. 


Attempts were made in New 
York City to standardize on rates. 
At one time a rate of $5.50 a day, 
including extras, was agreed upon, 
only to be soon abandoned because 
the pledge was not kept. Meetings 
with the carrier group, employers’ 
representatives and the industrial 
commission and superintendent of 
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insurance resulted only in vitupera- 
tion, name calling and a contin- 
uation of the confusion. 


In 1938, when all attempts to 
reach an agreement failed, a letter 
was sent to the general manager of 
the Compensation Insurance Rat- 
ing Board, in which we stated that 
inasmuch as we had then called 
each other all the names we could 
think of, and had learned that 
large gatherings got nowhere, why 
not have a conference committee 
consisting of two representatives of 
the rating board and two repre- 
sentatives of the state’s hospitals 
get together and try to reach an 
agreement? This suggestion was 
adopted and the board appointed 
two well qualified men who now 
serve with the two hospital repre- 
sentatives, even though one has his 
office in Boston and the other in 
Hartford. One represents the stock 
companies and the other the mu- 
tuals and the State Insurance Fund. 


Under the New York Workmen’s 
Compensation Law at that time— 
and since—a medical fee schedule 
was in effect. This covered all doc- 
tors’ and surgeons’ charges and in- 
cluded also x-ray and laboratory 
charges. 


Agree on Costs Basis 


The first effort of the conference 
committee resulted in agreement 
that hospitals should be paid their 
costs, and that such costs should 
be all costs except those of such de- 
partments as x-ray and laboratory. 
However, depreciation should be 
included. 


It was then agreed that the best 
available figures of cost for all vol- 
untary hospitals were those of the 
United Hospital Fund in New 
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York City. It was also agreed that 
all hospitals should be paid an 
average rate; that patients should 
occupy ward beds,- with extra 
charges for private and semi-private 
accommodations only when ap- 
proved by the carrier. It was also 
agreed that the rate for the metro- 
politan district should be higher 
than in other parts of the state, 
inasmuch as hospitals upstate then 
—and even now—have semi-private 
rates often below the ward rates in 
New York City. 


A schedule was agreed upon con- 
sisting of one rate for New York 
City, Long Island and Westchester 
County; a rate 25 cents lower in all 
counties up to Albany; and 75 
cents lower in the balance of the 
State. 


Subject to Adjustment 


It was also agreed that this rate 
could be adjusted from time to 
time, based on United Hospital 
Fund figures. The industrial com- 
missioner and the superintendent 
their stamp 
of approval and commended the 
committee for solving a_ knotty 
problem. 

At the same time official sanction 
was given to a system of arbitrating 
controverted hospital bills. Prior 
to that time the average hospital 
bill meant a dispute. Since then 
we have averaged in New York 
State less than 12 bills needing 
hearing and arbitration each year. 
Consider what this means in an in- 
dustrial empire such as New York. 

In addition to the fact that uni- 
form, fixed rates are charged, a 
large factor in bringing about this 
trivial number of arbitrated cases 
is the system whereby carriers refer 
cases to their two representatives 
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and hospitals refer theirs to the 
hospital members of the conference 
committee. The committee mem- 
bers are in constant communica- 
tion on these matters and the four 
of them meet several times each 
year. Therefore, many differences 
are settled by mail and the cordial 
relationship of hospitals and car- 
riers is maintained. 


I have not mentioned the actual 
rates charged in New York, as they 
would have no bearing on rates 
charged in other states. The orig- 
inal rates were reviewed each year, 
as later cost figures became avail- 
able. After a time, because of war- 
time increases in costs, we agreed 
on a 10 per cent increase, which 
continued to cover bed, board, 
routine nursing, drugs and dress- 
ings. This increase was maintained 
for more than two years; and, re- 
cently, we agreed upon a further 
increase which amounted to 2214 
cents a day for the metropolitan 
district, 25 cents for the counties 
up to Albany and go cents for the 
balance of the state. 


Fee Schedule Unchanged 


The medical fee schedule effected 
six years ago has not been changed. 
Naturally, that is. the concern of 
the state medical society. 

We now have printed rules cov- 
ering the handling of compensa- 
tion cases in hospitals, means for 
arbitration, form for requests for 
hospital reports, etc., so as to have 
all the information in a six page, 
small pamphlet. 

We are confident that our expe- 
rience in New York shows: 

1. That employers and carriers 
will agree that compensation in- 
surance is intended to pay costs to 
hospitals. 

2. That there is no necessity for 
disputes regarding such bills. 


3. That, this being so, it should 
be as convenient to hospitals to 
collect for these cases as it is on 
Blue Cross subscribers. 

4. That co-operation with the 
carriers not only benefits the hospi- 
tal, but also the injured workman, 
in that it means earlier settlement 
of his claim—yes, perhaps, even his 
earlier recovery. 


5. That uniform rates in a com- 
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munity are essential. Competition 
for this business is not conducive to 
good hospital care, means financial 
loss to hospitals and continuous 
annoyance to hospitals, carriers, 
employers and patients. 


6. That compensation insurance 
carriers have the same aim as hos- 
pitals—to get the patient back to 
work; and they are glad to have 
the co-operation of hospitals and to 
pay the cost of good care. 


It has been my experience, as a 
member of the conference commit- 
tee, that the mutual and stock com- 
panies show a more co-operative 
spirit and, proportionately, have 
far fewer cases to adjust or arbi- 
trate than does the State Insurance 
Fund. Why this should be I do 
not know. It would seem to me 
that the reverse should be the case. 
There may be here an additional 
argument for the opponents of so- 
cialized medicine. 





ee 

:. THERE a satisfactory auto- 
mobile ambulance?” was one of 
the queries at the question box 
session of the American Hospital 
Association’s eighth convention in 
1906 at Buffalo. Here are excerpts 
from some of the answers, as re- 
ported in Transactions for that 
year: 

“We maintain nine horse am- 
bulances and one electric automo- 
bile. The electric was not bought 
because I advised it. I did not 
know whether to advise for or 
against it, but it was bought at a 
time when we wanted everything 
up to date. 

“The vehicle starts out with a 
load of nearly three tons to carry, 
and in the construction of the 
auto, in order to hold the tre- 
mendous load, the springs are 
made very strong, as you will find 
in a very heavy express wagon, 
with the result that they were very 
inelastic. The result is that unless 
you go very slow, at every un- 
evenness of the street, there comes 
-a pound that jars the patient 
dreadfully. 

“It is said that Edison has in- 
vented a battery in which by using 
one pound weight, he can accom- 
plish as much as we now get with 
three pounds. If this is so, it may 
ameliorate the case somewhat.” — 
Dr. G. H. M. Rowe of Boston City 
Hospital. 

“The Massachusetts General 
Hospital bought one of the first 
automobile ambulances, one of the 
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earliest ones made, and at first it 
was not a great success. It fre- 
quently came in behind the old 
gray horse late in the afternoon. 

“But after being out of use for 
some two years, we put it into 
commission again, changed the 
batteries, and since then it has 
done good service. When it does 
work it saves the horses and does 
good work. 

“We have just ordered a new 
automobile electric ambulance 
which the makers say will ride as 
easy as any horse ambulance. The 
United States Army has recently 
investigated the subject of auto- 
mobile ambulances and has _ pur- 
chased some. 

“The objection to steam am- 
bulances is the length of time re- 
quired to get up steam. Whether 
or not the danger of fire is enough 
to prevent the hospitals using 
steam or gasoline ambulances I 
am not prepared to say.” — Dr. 
F, A. Washburn Jr., assistant resi- 
dent physician, Massachusetts Gen- 
eral Hospital, Boston. 

“T think we do as much work 
with our electric ambulance as two 
horses would do and rather more. 
We recognize that the electric am- 
bulance is an expensive affair, but 
this year, with the horses we have 
bought and sold and had die on 
our hands, I expect the electric 
is going to show up pretty well.” 
—Dr. C. Irving Fisher of Presby- 
terian Hospital, New York City. 
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The Alert Pharmacist Can 


AID WHOLE STAFF 


PERATION of the pharmacy at 
O the Christian H. Buhl Hospi- 
tal was placed under my direction 
as a registered pharmacist when 
recent additions increased the ca- 
pacity from 124 to a total of 277 
beds. The pharmacy work pre- 
viously had been done by members 
of the nursing staff, thus my posi- 
tion was a newly created one. 


The pharmacy stock, on my ar- 
rival, included a fairly complete 
line of ampules, biologicals, tablets, 
capsules and galenicals used as 
floor stock supplies. All this stock, 
in the absence of a pharmacist, 
necessarily needed no compound- 
ing as the various items were those 
that could be “poured” or 
“counted.” Prescriptions that re- 
quired compounding were filled by 
a store, often necessitating a delay 
in their administration. 


Civilian defense supplies were 
stocked in one corner, anesthesia 
tanks in another, and intravenous 
solutions occupied one side of the 
room. The pharmacy was nothing 
more than a storage or stock room. 


Expected Resistance 


Although I had expected resist- 
ance to changes that would be 
made in setting up a new routine, 
I removed the civilian defense sup- 
plies after but a little objection, 
while the surgery gladly consented 
to the storage of oxygen and anes- 
thesia tanks in its department. Our 
purchasing agent was relieved of 
narcotic and alcohol details plus 
the time-taking salesmen — things 
which are in the pharmacist’s prov- 
ince and rightfuly handled by him. 

A conversion program was then 
in order: First, to procure neces- 
sary equipment such as scales, 
weights, and measuring utensils, A 
typewriter, among other things, 
must wait until V-Day. Second, to 
change the stock arrangement, 
thereby utilizing the pharmacy to 
its fullest extent for manufacturing 
and dispensing. Third, to purchase 
necessary chemicals and _prescrip- 
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tion items; and lastly, to renew a 
perpetual inventory and index file, 
previously installed, in which each 
drug is listed on a note-card with 
its location, date received, cost, and 
manufacturer. 


Just a word about buying. All 
standard stock drugs such as aspirin 
tablets are bought in bulk quanti- 
ties; and in the same way, prepara- 
tions packaged in “hospital units” 
are purchased at lower prices. Fur- 
ther cost decreases are effected by 
using tax-free alcohol in preparing 
formulas such as elixir of terpin 
hydrate and by using iso-propyl- 
alcohol for skin sterilization and as 
a rubbing compound. 


The familiar requisition system 
is used for all charge drugs. I have 
asked the nurses to include the dos- 
age when making out these forms. 
Many nurses forget momentarily 
that insulin is manufactured in 
about 10 strengths, or that vitamin 
B is supplied in tablet elixir, or 
parenteral form. Since the dosage 
tells me approximately how much 
medication a patient will need, re- 
turns are kept to a minimum. Such 
a system provides absolute control 
by the pharmacist. A mark-up of 
one-third is charged for special 
drugs and prescriptions, providing 
ample income to take care of over- 
head costs, 


Helped Staff Members 


My acquaintance with members 
of the staff progressed normally. 
An eye-specialist wanted to know 
if eserine solutions could be steril- 
ized; today, he is using scientifically 
compounded buffered eye solutions 
in his treatments as a result of our 
talk. A surgeon wanted to try a 
new hemostatic; another rushed 
down from the operating room for 
a vial of penicillin and directions 
for its topical application; a third 





is interested in a new drug said to 
induce nerve anesthesia. 

To help the doctor is the phar- 
macist’s job. To know or have 
available the answer to a question 
is a valuable help, especially at 
this time when the busy physician 
finds it impossible to keep up on 
the latest developments. 

Nurses, too, are asking for help 
and information. A recent candi- 
date for the state board examina- 
tions asked for help with her arith- 
metic. One nurse wanted to know 
how to obtain a certain concentra- 
tion of tyrothricin, another was 
puzzled over the conversion of 
units to milligrams in a certain 
hormone preparation. These are 
typical queries received in but one 
day. To the young intern, the 
pharmacist is an invaluable help. 
The intricacies of prescription writ- 
ing are unfolded, the best ways of 
administering a drug are ex- 
pounded. 


When I can find time, an inspec- 
tion of the medicine cabinets on 
the floors always reveals a quan- 
tity of unused or deteriorated medi- 
cines. A solution of potassium 
permanganate turned brown is 
valueless, yet I found a nurse pre- 
paring to use such a solution. A 
checkup enlightens the nurses and 
contributes to the patients’ care. 


Overcame Detachment 


One of my faults acquired by a 
strict pharmacy routine is that I 
become too detached in my per- 
sonal interest for the quick recov- 
ery of patients. I realized this fault 
by accident when I had occasion to 
visit the children’s ward one day 
and saw a little girl with a horribly 
burned back. The nurse asked if 
the burn ointment, previously or- 
dered, had been prepared. Need- 
less to say, I turned out a rush job. 

The value of the hospital phar- 
macist to the staff, nurses, and 
physicians is evident in their ques- 
tions concerning the latest pharma- 
ceutical preparations, uses, and 
doses. To free the nurses of drug- 
room responsibility and worries 
adds to their efficient service in 
their own sphere, while the physi- 
cian is interested also in prompt 
service and the use of reputable 
medicaments for his patients. 
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Rural Health 


THE LABORER, the farmer, the industrialist, indeed 
all of us, are increasingly conscious of the importance 
of adequate hospital care. Hospital people may well 
be concerned with the problems which face them as 
each special group insists on a rapid and satisfactory 
solution to the problem of better distribution of hos- 
pital and medical facilities. 


The rural population of this country has, by and 
large, been conservative in its dependence on govern- 
ment to solve all problems. That group has been less 
insistent that the only answer to better distribution 
of hospital and health services is a broad federal pro- 
gram of compulsory health insurance. This in spite 
of the fact that in many instances the opportunities 
for proper medical and hospital care have been less 
satisfactory for the rural population than for the city 
dweller. 

Purposely at the Cleveland meeting, farm leaders 
were invited to discuss their problem for hospital 
administrators. It is hoped that every member of the 
Association will review these statements which appear 
in this issue of Hospirats, in order that he may not 
only know the problem but also look toward assisting 
with better planning in his home area. 

The administrators of small hospitals are familiar 
with many of these problems. When we realize that 
improvement in rural hospital service is largely de- 
pendent on co-operative action with city hospitals, how- 
ever, it can be readily seen that the problem of rural 
hospital service is of interest to every administrator. 
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The Nursing Council 


THE NATIONAL Nursinc Councit at its October 
meeting devoted a major portion of the time to dis- 
cussion of nursing trends, particularly for the postwar 
period. This discussion is, of course, of great interest 
to hospitals, for certainly nursing education, the nurs- 
ing profession and hospitals are so intertwined as to 
be almost inseparable. 


There can be no question but that the large number 
of nurses trained during the war period, the inevitable 
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expansion of hospital and health services to the peo- 
ple, the economic dislocation which must almost cer- 
tainly result from the war will all be factors in deter- 
mining the ultimate position of nursing in the hospital 
service. 


The Cadet Nurse Corps program has materially af- 
fected hospitals. Nurses homes have been constructed, 
stipends are being paid student nurses and a larger 
proportion of patients is being cared for by student 
nurses. An abrupt termination of the federal subsidy 
under the Cadet Nurse Corps program would imme- 
diately require major adjustments by hospitals. It is 
not too soon to be studying carefully these adjustments 
in order that necessary changes may be made, to the 
ultimate benefit of hospitals, of the nursing profession, 
and of the country’s health. 

The National Nursing Council, representing the 
nursing organizations and with representation from 
the American Hospital Association, should have a 
broad point of view which places a heavy responsi- 
bility orf that organization. The council itself, with 
its relationship to the various nursing organizations, 
has yet to define its future clearly. During the war 
period, the council appears to have provided a medium 
through which many organizations might meet and 
arrive at decisions of great importance to nurses and 
to hospitals. It is to be hoped that with the tremendous 
problems confronting these groups during the post- 
war period, there will be opportunity to continue the 
values of such group decisions. 





A Union Labor View 


THE FRANKLY EXPRESSED opinions of Clayton W. 
Fountain, assistant to Walter P. Reuther, Vice Presi- 
dent, United Automobile Workers, C.I.O., as_pre- 
sented at the Blue Cross Section of the American 
Hospital Association meeting in Cleveland, are printed 
in this issue. Mr. Fountain undoubtedly outlined very 
much the attitude of organized labor towards the need 
for better distribution of medical and hospital care. 


It is fortunate to find that on many points there is 
agreement by those in the hospital field with the aims 
of labor as expressed by Mr. Fountain. Certainly we 
are all agreed that every citizen should be entitled to 
the best possible hospital and medical care readily 
available as needed. It is only as we move toward the 
accomplishment of this aim that the course is less clear. 

Mr. Fountain was very frank in expressing his opin- 
ion that the Murray-Wagner-Dingell Bill is the best 
method of accomplishing our mutual aims. He is can- 
did in pointing out that the state is only asked to as- 
sume responsibility in “areas of social actions where 
private agencies fail to do a proper and adequate job 
of satisfying the needs of the people.” This is a good 
point indeed for all of us to bear in mind. 
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There is no question, as Mr. Fountain points out, 
that “Joe Worker wants health” and, as he so defi- 
nitely warns, “if those whose job it is to keep him 
healthy do not do the job to his satisfaction, he is go- 
ing to turn to the state for help.” 

One cannot but be enthusiatic at the opportunities 
for improvement in our field. Administrators are con- 
versant with these needs and have set a definite course 
of action. As a group we have less confidence in the 
ability of government to assume responsibility for ac- 
complishment in this complex field, however, than is 
implied in Mr. Fountain’s argument. There are many 
faults of distribution in our great country, and we all 
have high hopes that the postwar period will make 
improvement possible. These improvements, however, 
particularly in hospital and medical care, which are 
complex services rather than easily defined commodi- 
ties, can come only in proportion to the ability and 
conviction of those who serve. These factors cannot 
be legislated but are rather based on an assumption 
of social responsibility. 

We are interested in Mr. Fountain’s warnings as 
expressing the opinion of a large group not too familiar 
with the complexities of our field. We need under- 
standing and support from labor, but we must have 
supreme conviction that our high aims can be accom- 
plished if we are to preserve the present values attained 
through years of evolution and still move forward. to 
the great opportunity ahead. 





The Library Committee 


THE OCTOBER ISSUE of the American Journal of 
Nursing, as usual, has a great deal of material of in- 
terest to the administrator. The article by Dr. Alan 
Gregg of the Rockefeller Foundation, entitled “Adap- 
tation for Survival — Reflections on Our Postwar 
Problems,” is a considered and judicious statement 
based on wide and unusual experience. It is unfor- 
tunate that so few administrators regularly read the 
Journal. 

The Committee on the Bacon Library of the Amer- 
ican Hospital Association recently published a list of 
books which every administrator should have in his 
library. The committee might well also prepare a list 
of journals in our field which should go to every 
administrator. Such a list would certainly include not 
only the American Journal of Nursing, but the Jour- 
nal of the American Dietetic Association, the Ameri- 
can Public Health Association Journal, the Public 
Health Reports of the United States Public Health 
Service, and others. 

Only a relatively small number of the articles in 
these journals would require careful reading by the 
administrator. Much of it is special and technical 
material in these fields, particularly in regard to the 
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therapeutic aspects of nursing, and dietetics. Every 
one of the journals has a certain amount of informa- 
tion which the administrator would find invaluable. 

Not many years ago an eminent professor from the 
University of Chicago recommended rapid and 
selective reading. The administrator who is informed 
in his field must learn these habits. Once they are 
acquired, however, and the administrator has the ad- 
vantages which come from reading, his perspective on 
hospital problems is immeasurably broadened, and his 
background of experience strengthened in meeting 
day-to-day administrative problems. 

Requests for service from the Bacon Library were 
greater in October 1944 than in any month in recent 
years—283 requests for the loan of material were 
promptly answered in that month alone. 

For the first time the collection of books in the 
library has been catalogued in approved library 
fashion. The clipping file of articles selected from 
more than a hundred magazines covering a wide range 
of subjects is bulging with material which can be 
helpful to members. 

Every administrator from time to time wishes that 
he had the background of experience of other hospi- 
tals as he approaches a problem in the power house, 
laundry, operating room or the dietary departmen.. 
The material in the Bacon Library does not give a 
yes or no answer to administrative problems. It is 
organized to act as a secretary for the administrator of 
every hospital in the country in accumulating back- 
ground information for him, available on request. 





Hospital Administration 


HospiTAL Boarps of trustees throughout the country 
continue to appoint to administrative positions indi- 
viduals with no experience or training in the hospital 
field. Those concerned with the improvement of hos- 
pital care cannot help but regret that this is true. 

The American College of Hospital Administrators 
has done much to bring to the attention of the public 
the need for proper qualifications by stimulating edu- 
cation for administrators. The American College of 
Surgeons has encouraged through its approval pro- 
gram the selection of properly qualified administra- 
tors. However, progress is slow. 

By and large, hospital trustees are community- 
minded individuals, serving without pay, endeavoring 
to make a contribution to their community. We would 
seem to be failing were we not to call the attention 
of these understanding individuals to the desirability 
of proper training for persons appointed to adminis- 
trative positions. Indeed, this is a joint responsibility: 
Recognition of the need for standards by boards of 
trustees will encourage the development of more well 
qualified administrators. . 
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T YS INTERESTING, in these days 
R aues our concepts of medical 
care are undergoing re-evaluation 
and revision, that so much atten- 
tion is focused on medical men, 
medical methods, and _ hospitals, 
and so little attention given to the 
patient as a patient. We all think 
that we know what constitutes good 
medical care, but let us put our- 
selves in the patient’s shoes and our 
criterion undergoes a rapid change. 
In other words, what we think the 
patient should have, and what the 
patient wants are two entirely dif- 
ferent matters. 

The reconciliation of these two 
viewpoints is one of the most diffi- 
cult problems of the practice of 
medicine, particularly since we 
must substitute “patient and pa- 
tient’s family” for the word “‘pa- 
tient” in the foregoing. This prob- 
lem is best illustrated by two actual 
incidents, which are as follows: 

A girl, aged 24, had her first baby 
after four years of marriage. Her 
marriage was a happy one; both 
husband’s and wife’s families were 
solicitous of the welfare of the 
young people. About three weeks 
following the delivery of the baby, 
the young mother, whom we shall 
now refer to as the patient, became 
melancholy and depressed. This 
state continued to become worse, 
and the family physician advised 
the family to treat her with great 
indulgence. 

This brought no improvement, 
and another physician was called 
who recognized immediately that 
the patient was suffering a_post- 
puerpueral depression. He asked 
that a psychiatrist be called in con- 
sultation. This was done, and the 
psychiatrist told the family that the 
patient had to be institutionalized 
at once and be given electric shock 
therapy. 

The family’s reaction was imme- 
diate and violent; that their wife 
and daughter had to be put in an 
insane asylum and be given convul- 
sions by electricity seemed a mon- 
strous therapy for so simple a mat- 
ter as a mental depression. The 
physician who referred the patient 
to the psychiatrist then had a series 
of lengthy conferences with the 
family during which he pointed out 


From a paper, “Medical Social Service as a 
Form of Therapy,’ presented at the American 
Hospital Association Third War Conference, in 
Cleveland, October 1944. 
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that first, the patient was liable to 
commit suicide if not treated, and 
second, that if no treatment were 
given the depression might last for 
months, years, or permanently. The 
consent of the family was finally ob- 
tained, the prescribed therapy was 
given, and in eight weeks’ time the 
patient was restored to her family, 
cured. 

This little example has in it all 
of the elements of the mistakes 
made by all of us. The first physi- 
cian was wrong in his approach to 
therapy — a mistake in medical 
judgment. The second physician 
was wrong in his failure to prepare 
the family for the psychiatrist’s 
prescription. The psychiatrist was 
wrong in his blunt statement of 
what had to be done. 

It was not until the referring 
physician immediately saw his error, 
and performed a hard job of inter- 
pretation that matters were set 
right. This physician’s job was in- 
deed pure medical social service, 
and illustrates only one such type 
of service in a vast field. 

The second example strikes closer 
to us here, since it occurred in a 
large teaching hospital, which, by 
its very location and organization, 
interposes a considerable barrier 
between doctor and patient when 
the question of interpretation oc- 
curs. 

The patient concerned was a 
former outpatient who had worked 
as a printer all of his life. Improved 
circumstances had enabled him to 
provide security for his wife and 
three children, until he was stricken 
with a coronary thrombosis. He was 
hospitalized in one of the wards, 
and considerable interest was 
evinced by the staff in the nature 
of the onset of his illness, which 
was unusual, and in the changes in 
his electrocardiogram. 

Once the diagnosis was estab- 
lished, however, he rapidly became 
“that coronary in bed 3,” and was 
given the usual treatment, i.e., bed 
rest. The patient had been reas- 
sured that the staff knew what they 
were doing with him, and that they 
“understood his case.” So they did 
— medically — but what they did 
not know was that the patient was 
wondering how he could meet the 
next payment on his mortgage, and 
on his insurance, and his grocery 
bills, and what his family would do, 








and what his own future might be. 

The interns’ assurance that he 
would be all right was only of 
minor importance to him — his 
family and his actual problem of 
living in the future was his chief 
concern. It was not until the social 
service worker spent a little time 
with him at the request of the staff 
that a means was provided for solv- 
ing his problems, and his heart rate 
slowed perceptibly without any fur- 
ther digitalis. Solution of his social 
problem here was quite important, 
medically; to the patient it was 
paramount. 

Although I have given an ex- 
ample of the private practice aspect 
of social service — and every success- 
ful physician is a first rate social 
service man—it is in hospitals treat- 
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ing the indigent and semi-indigent 
that the use of social service, intelli- 
gently applied, is of utmost impor- 
tance as a therapeutic measure. 
Hospitals and related institutions, 
founded for the most human and 
humane purposes, tend to develop 
machine-like qualities which in- 
veigh against their very purpose. 
They grind, unlike the mills of the 
gods, rapidly, and produce in many 
instances a coarse grist which is 
often unfit for consumption by our 
community. 


Even the physician who is most 


solicitous of the patient’s welfare 
finds that the pressure of work and 
time compels him to devote himself 
largely to the seriously ill patient, 
and, at that, largely to the illness 
rather than to the patient. Further- 
more, the circumstances under 
which the hospital patients are 
seen, either seriously or slightly ill, 
are very unfavorable for the forma- 
tion of any intimate personal rela- 
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tionship that might otherwise help. 

Everybody is to some extent af- 
fected by his surroundings, and the 
patient, plunged into the hospital 
atmosphere, sorely needs some one 
person besides the physician who 
can appreciate his problems of liv- 
ing and interpret to some extent 
the ways and purposes of hospitals. 
It is here that medical social service 
1s often more important than the 
meaicine being given. Sympathetic 
unuerstanding of the patient’s prob- 
1ems, some knowledge of his back- 
ground, family, family life, and job 
all exert a powerful influence on 
his convalescence. 

But if the hospital inpatient pre- 
sents a therapeutic social problem 
to us, how much greater a problem 
is posed by the outpatient! 
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The patient’s first, and often sub- 
sequent contacts with the. hospital 
are flavored with a strong taste of 
regimentation, and many a patient, 
when finally seen by the doctor, is 
consciously or unconsciously resent- 
ful. Here is a challenge which I feel 
we should meet—a few minutes of 
interpretation of the methods and 
aims of the hospital O.P.D. to the 
new patient by a sympathetic social 
worker, particularly one with a 
knowledge of languages, would 
often help more than the first pre- 
scription given by the doctor. 

But after a patient has been seen 
repeatedly and “worked up,” the 
problem of the patient’s back- 
ground and physical potentialities 
must be taken into consideration 
by the physician. Here the social 
service has its most valuable func- 
tion, first, in enabling the doctor 
to temper his prescription to suit 
the patient’s home and job; second, 
by interpreting in the home and 
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factory the actual carrying out of 
the doctor’s orders; third, by bring- 
ing to the attention of the doctor 
extraneous factors which interfere 
with the patient’s recovery. 

I feel that a good third of our 
patients are given the best treat- 
ment when the physician confers, 
as the need arises, with the social 
worker who knows the background. 
Some physicians are hard to con- 
vince on this point; let these men 
work, I say, in two institutions of 
the same type, one with inferior 
social service, and one with su- 
perior service. The results alone 
speak for themselves. 

The passion for system and efh- 
ciency which we in the medical 
field are coming to share with the 
business world too often serves to 
widen the gap between the doctor 
and efficient care of the patient. We 
must remember that efficiency in 
medicine may sometimes look like 
haphazard foolishness to a business 
man, but we cannot use a business 
criterion for medical care; in other 
words, simply making a diagnosis 
and prescribing treatment is, in 
most instances, only the beginning, 
although this quick approach may 
seem to be the desideratum of med- 
ical care. 

I say “seem to be’”’—we know that 
diagnosis and treatment alone are 
not. Very frequently nowadays we 
hear protests from patients and 
their families that their case was 
not handled right, and curiously 
enough, they are not referring to 
the results of treatment. The laity 
in general is well aware of the capa- 
bilities of medicine insofar as cures 
are concerned, and is very lenient 
of therapeutic results. The dissatis- 
faction of patients is based on the 
fact that we in medicine have ig- 
nored social, psychiatric, and eco- 
nomic aspects of the patient’s ill- 
ness, and have stressed the purely 
medical aspects. This is particularly 
true in hospitals, as I have point- 
ed out previously; and I venture 
to state that without the liasion 
and understanding provided by so- 
cial service the therapeutic results 
would be far inferior to their pres- 
ent level. 

There is still another aspect of 
medical social service which we 
have not touched upon: The pre- 
ventive aspects of medical social 
service. In larger communities in 





which we always have a certain por- 
tion of the population as indigent, 
and a much larger portion of the 
population perched on the border- 
line between bare existence and in- 
digence, intelligent and foresighted 
social workers, not necessarily med- 
ical, can exert a tremendous pre- 
ventive influence on disease. 

I have emphasized the role of 
worry, uncertainty, and emotional 
strain in the course of disease; but 
many of the diseases we are called 
upon to care for, especially in the 
middle-aged and elderly, are pre- 
cipitated and aggravated by these 
very factors. Consequently, orderly 
supervision and wise guidance of a 
person or family subjected to these 
stresses often prevent the onset or 
flare-up of an attack of say, peptic 
ulcer, a coronary thrombosis, or 
any of the host of non-organic dis- 
eases which we classify as psycho- 
neuroses. 

Disturbances of family relation- 
ships caused by death, maladjust- 
ment, unemployment, etc., result 
almost inevitably in a somatic ex- 
pression in the individual, which 
may be disease or may simulate 
disease. The physician never will 
know the patients he has been 
spared by the activity of widely 
and wisely guided social service be- 
fore its medical aspects become ap- 
parent. 

Again I must reiterate the state- 
ment that we must see these unfor- 
tunate people under our care as 
individuals, and not as patients or 
cases. As soon as we forget that we 
are dealing with a human being, 
we lose the most important influ- 
ence that we have to do good. Only 
individual attention to the person 
involved will resulé in our obtdin- 
ing optimum results in therapy; 
and although we of necessity have 
many regulations which we must 
have our patients follow, the pa- 
tients will never rebel against them 
if they know that some one is in- 
terested in them as a person, and 
not as a case. 

Many people in welfare work fail 
fully to grasp this, as many physi- 
cians do. It is up to us to attempt 
to educate ourselves and our fel- 
low workers, so that we treat our 
patients as one of ourselves, and 
thus, while apparently circumvent- 
ing efficiency, render the most ef- 
fective and efficient service possible. 
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F , perienenges PROBLEM that oc- 
casionally faces hospital ad- 
ministrators is a claim from a pa- 
tient for lost clothing, jewelry, or 
cash which was left in the custody 
of the hospital at the time the 
patient was admitted to the ward. 
Many questions instantly arise when 
one is confronted with such a situa- 
tion. Is the patient’s claim a just 
one, or is it a “fake?” What is the 
responsibility of the hospital to 
make restitution? At which point 
along the complicated trail of han- 
dling the clothing and valuables 
did the system fail? Was there dis- 
honesty among any of the hospital 
employees? 

The most obvious and satisfac- 
tory, but at the same time the most 
difficult, solution to the problem is, 
of course, to forestall the dilemma 
by preventing the loss in the first 
place—and such prevention is pos- 
sible by the method I wish to de- 
scribe in this paper. 

About two years ago the mechan- 
ics of handling clothing and valu- 
ables of ward patients at the Mount 
Sinai Hospital were reviewed and 
revised. Although the same general 
procedure was followed as was for- 
merly in use, the few changes in- 
stituted to tighten the control were 
very effective. Thus, while we real- 
ize that there is no such thing as 
perfection in safeguarding patients’ 
property, we feel that we have 
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achieved a reasonable approxima- 
tion to perfection, as evidenced by 
the fact that in the past two years— 
in which more than 20,000 ward pa- 
tients were admitted to the hospital 
—the extent of our loss has been 
one umbrella! 

We begin with the assumption 
that the hospital can be responsible 
only for those articles recorded and 
left with us for safekeeping, and we 
make sure that patients clearly un- 
derstand this limitation of responsi- 
bility. When the patient is un- 
dressed in the reception ward the 
nurse or orderly lists his clothing 
in the “patient’s clothing record” 
book, while at the same time 
checking the condition of each ar- 
ticle received. The nurse or orderly 
then signs in the lower left hand 
space provided for the purpose. 

The charge nurse also notes in 
the second space at the bottom of 
the clothing form whether a valu- 
ables envelope has been deposited 
in the valuables’ drawer. The form 
is then signed by the patient and 
countersigned by the admitting 
nurse, who calls the special atten- 
tion of the patient to the precau- 
tions and limitations of. responsi- 
bility set forth above the patient’s 
signature. 

The clothes are then deposited in 
a numbered clothing bag, the num- 
ber of which is noted in the upper 
left hand corner of the clothing 
record form. These forms are print- 
ed in duplicate sets and the origi- 
nal, which is perforated along the 
margin, is removed from the book 
and pinned onto the clothing bag. 
The carbon copy is bound in the 


book and remains there as a per- 
manent record. 

If the person accompanying the 
patient takes all the clothing home, 
a note to this effect is made across 
the clothing record form, stating 
the relationship of that person to 
the patient and his name. In this 
case both the original and the car- 
bon copy remain in the clothing 
book. 

The containers in which the 
clothes are stored are large canvas 
zipper bags with a hanger inside, 
and each patient is given his own 
bag and a separate number. These 
bags are hung on wheeled frames 
in the reception ward, four or five 
bags to a frame, and each evening 
the frames are wheeled into the 
clothing storage room where bags 
are transferred from the frames to 
long clothing rods stretching across 
the room. 

The following morning the head 
orderly—who receives a list of the 
previous day’s ward admissions— 
checks against this list all clothing 
bags received and then enters into 
a record book in the clothing room 
the patient’s name, admitting num- 
ber, date of admission, ward and 
bag number. He also signs the third 
space at the bottom of the clothing 
record form. He then checks the 
remaining names on his admissions 
list against the clothing book in 
the reception ward to see that there 
is a sheet marked “clothing taken 
home” for each patient for whom 
he has not received a clothing bag. 

When the patient is ready to be 
discharged, the charge nurse in the 
ward fills out a “request for pa- 
tient’s Clothes” form; she then 
sends it to the reception ward 
whence the orderly takes it to the 
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clothing storage room and there re- 
fers to his own clothing record book 
for the bag number of that par- 
ticular patient. He then enters the 
date of discharge in this book, 
places his initials opposite the pa- 
tient’s name to indicate who it was 
who removed the clothes, and re- 
moves the clothes from the clothing 
bag. 

The original clothing record form 
is unpinned from the bag and the 
orderly takes the clothes and the 
clothing form to the ward where 
the charge nurse checks the articles 
against the original list and signs 
in the lower right hand corner of 
the form. The clothing record and 
the request for patient’s clothes 
forms are then filed by the head 
orderly. 

If an article of clothing, or some- 
thing from the patient’s pockets is 
desired while the patient is still in 
the hospital, the request for pa- 
tient’s clothes slip is sent to the 


clothing room with the word: 


“clothes” deleted from the sentence 
“Please send clothes of above pa- 
tient to” and the article of clothing 
desired is written in. The clothing 
room orderly removes the desig- 
nated article of clothing from the 
clothes bag, makes a proper nota- 
tion on the clothing record form on 
the bag and brings the requested 
clothing with the request form to 
the ward, where the nurse signs the 
form as a voucher that that particu- 
lar article of clothing has been de- 
livered to the ward. This form is 
then filed. 

If the patient wishes to leave his 
jewelry or cash with the hospital for 
safekeeping, a note of this is made 
in the designated box on the bot- 
tom of the clothing record form. 
The items to be deposited are then 
placed in a special “Patient’s Val- 
uables” envelope, with the con- 
tents listed on the front of the en- 
velope, and patient and nurse sign 
below the list. The list is then 
copied into a valuables notebook 
kept in the reception ward. A sep- 
arate entry is made for each pa- 
tient, giving in addition to the list 
of valuables, the patient’s name, 
date of admission and ward. 


The envelope is then deposited 
in a locked metal drawer through 
a narrow slot similar to that in a 
mail box, the key to which is kept 
in the cashier’s safe. 
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Each evening the hospital cus- 
todian picks up the valuables’ 
drawer key from the ‘cashier’s 
office and also a cashier’s valu- 
ables notebook and takes them to 
the reception ward. There the valu- 
ables envelopes are removed from 
the drawer by the nurse and cus- 
todian and the contents of each en- 


‘velope are checked against the list 


on the front of the envelope and 
the list in the reception ward valu- 
ables’ notebook. If the items check, 
the custodian signs each entry in 
the receptio nward valuables book 
which acts as the nurse’s receipt 
that she has turned the valuables 
therein listed over to the custodian. 

The lists are then copied into 
the cashier’s valuables book, signed 
by the nurse and custodian, and the 
envelopes and cashier’s valuables 
book are brought to the cashier’s 
office, where the contents are 
checked by the cashier and the cus- 
todian. The cashier signs both the 
envelope and the cashier’s valuables 
book. The envelopes are deposited 
in the safe until the patient is dis- 
charged. 









On discharge, the patient stops 
at the cashier’s office, receives the 
contents of his valuables envelope 
and signs the envelope, -which is 
then filed in the cashier’s office. 

If cash or some other item from 
the envelope is desired by the pa- 
tient while he is still in the hos- 
pital, a slip, signed by the patient, 
is sent to the cashier. The signa- 
ture on the slip is checked against 
that on the envelope and the item 
is then sent to the ward. The slip 
is kept in the envelope as a receipt 
for the cash, item of jewelry or any- 
thing else sent to the ward. 

This procedure may appear at 
first glance to be complicated and 
time-consuming. However, when 
the successive steps are understood 
by the persons involved—especially 
the need for each step as a protec- 
tion of the person who handles the 
clothing and valuables — the pro- 
cedure works smoothly and effici- 
ently and any additional time ex- 
pended is more than repaid by the 
unfailing degree of control achieved 
and the consequent minimum of 
thefts, loss and disappearance of pa- 
tients’ belongings. 
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A Fresh Approach to 
HOUSEKEEPING 
PROBLEMS 


Brings Valuable Results 


N THESE DAYS of stress and worry 
Ti is not necessary to enlarge on 
the lack of help but at times it does 
seem necessary to take a good look 
at the situation and set down some 
of the good points and a few of the 
bad points. 


Before Pearl Harbor I was em- 
ployed in a general hospital in a 
city which was considered if not the 
largest, one of the largest chemical 
manufacturing cities in the world. 
You can readily imagine how far 
I could get hiring maids at $35 a 
month and two meals, and cleaners 
at $50 a month and one meal, on a 
48-hour week basis when the many 
industrial plants in the city were 
paying from 40 to 70 cents an hour 
for a 40-hour week for the same 
kind of work. 


Best Selling Point 


In looking back over this experi- 
ence it seems to me my best selling 
point to prove that our hospital 
was a good place in which to work 
was the oft quoted “Cleanliness is 
next to godliness.” I tried to make 
them understand that as maids and 
cleaners they each had a definite 
place in the organization and that 
the hospital could not function 
properly nor do its best work with- 
out them. Whether or not their 
positions were filled by paid or 
volunteer workers there still had to 
be a certain amount of dusting and 
mopping done every day in a hos- 
pital. 

I was not able to employ help 
with that method very long so 
something else had to be done. It 
seemed wise to make out a very 
careful job analysis and to see that 
first things came first and that the 
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necessarily much decreased work 
schedule was followed very closely. 

We adhered to the regular morn- 
ing routine but not nearly so much 
time could be allowed for regular 
daily cleaning of occupied rooms. 
This meant that very soon this 
neglected work caught up with us 
and we had to arrange more care- 
ful cleaning when the room was 
vacant. 

As the hospital was running to 
capacity or over almost every day 
this was a problem indeed. It got 
to the point where I would promise 
to put more help in and give the 
room back to the Admitting Office 
in three or four hours. In these 
cases if the walls had to be washed 
—and it did seem as if the rooms 
with dirty walls were always the 
ones wanted in a hurry — a man 
would be set to work washing the 
ceiling and if enough men were on 
duty that particular day a man 
would be put to work on each wall. 

If there were not enough men 
two men were put to work cleaning 
the upper part of the wall and two 
maids on the lower part. Person- 
ally I would not recommend this 
method because no two _ people 
work alike and about the only 
satisfaction I got was that the walls 
were clean and I tried not to be 
too unhappy about the streaks. 

Before the work on the room 
was begun, a careful check was 
made to see that every piece of 


From a paper presented at the refresher course 
in hospital administration at Cornell University, 
July 3 to 15, 1944, conducted by Dr. Donald C. 
Smelzer and Dr. Joseph C. Doane. 


equipment and all the supplies that 
would be needed were in the room 
and no time would be lost running 
hither and yon to get this and that. 
Also, before they were sent into a 
room workers would be told that a 
room would be needed at a certain 
time and would be asked if they 
thought it could be done by that 
time. In very few instances were 
they behind schedule. However, I 
do remember a few hectic days 
when babies just insisted on being 
born almost before I could get 
maids out of delivery rooms, but 
nothing serious ever happened. 
Due to materials being scarce we 
did not have replacements for many 
curtains and as I had been asked 
to have curtains down from win- 
dows for only about 24 hours it 
was necessary to do some careful 
planning here. The head of the 
laundry department promised he 
could do about 20 pairs each week; 
if we got them down by noon on 
Thursday we could have them by 
Friday morning about 10 o'clock. 


Some Important Details 


This was worked out by taking 
down curtains from two rooms in 
each department (after consulting 
with each head nurse to learn in 
which rooms the patients would be 
the least disturbed). 

These rooms were kept, as nearly 
as possible, the same rooms on each 
floor so that it was easier to keep 
our housekeeping curtain records 
straight and also so that each maid 
had about the same amount of ex- 
tra work to do and the outside ap- 
pearance of the building looked 
better. It was a rule that windows 
had to be washed (at least on the 
inside) when clean curtains went 
up, so this operation was done all 
at one time when the curtains were 
taken down and time was saved 
because ladders did not have to be 
used more than twice and some- 
times only once. 

Chair covers were handled in 
the same way except when they 
had to be changed due to accident. 

Waxing the floors needed some 
planning as we did not have 
enough machines. We finally ar- 
ranged this by having each maid 
sign in a book for the time she 
would want the machine and which 
room she was planning to do. In 
this way I was able to see that the 
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floors that really needed attention 
were done and a maid who had a 
“yen” for waxing and polishing did 
not monopolize the machine. 

I believe that Venetian blinds— 
the pet peeves of most institutional 
housekeepers — were my __ biggest 
problem. It seemed as though our 
few regular maids could never work 
these in, and we had what seemed 
to me so many for the size of our 
building. They are such glaring 
examples of poor housekeeping. 
They are always put in the bright- 
est and sunniest windows in the 
hospital and it always seems to me 
they take delight in showing how 
dusty they can get in the shortest 
possible time. 

After quite a little study I found 
they were a rather good thing to 
give to a new man. It gave him an 
idea of the location of the different 
places in the building and I did 
not have to leave another man with 
him after he got his equipment 
placed and the work method ex- 
plained to him. I found also that 
the maids could do a really good 
piece of work on these in the wom- 
en patients’ rooms and that they 
liked to do it. 


Assign Full Responsibility 

As it was difficult to replace 
equipment, it had to be guarded 
very closely, and I found it a good 
plan to make the senior maid 
(from the point of length of serv- 
ice) responsible for seeing that the 
equipment was kept clean and in 
good working order. The maids 
liked this sense of supervision and 
they worked out the methods. 

On some floors one maid cleaned 
all equipment for a month (if she 
stayed that long), then the other 
maid took her turn. On other floors 
each maid cared for a certain num- 
ber of pieces. 1 purchased—through 
the purchasing department, of 
course—the widest washable dust 
mops the maids could handle com- 
fortably and the widest floor 
brooms with which the men could 
work efficiently so that the largest 
space could be covered with the 
fewest motions, thus saving time 
and energy. 

I saw, too, that the maids and the 
cleaners had plenty of clean dust- 
ers and cleaning cloths and that 
these were washed in the laundry 
and not by the maids, in the hop- 
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per rooms. We arranged for the 
maids and cleaners to get their 
cleaning supplies on regular days 
each week. Their empty containers 
were brought down when they 
checked out at night and filled con- 
tainers were picked up in the morn- 
ing when they checked in. 

This served a double purpose; 
it saved their time running to our 
supply room whenever they ran out 
of something and gave me a good 
check on whether or not they were 
using enough or too many supplies 
for the cleaning they should do 
each day. 

It has always been hard to obtain 
a quiet pick-up of garbage cans and 
with new help it was much more 
difficult. I sincerely hope that in 
this better America we are to have 
after victory some of the progres- 
sive industries will manufacture a 
guaranteed, noiseless garbage can 
at a price that can be paid by hos- 
pitals that do not have the con- 
venience of an incinerator. How 
about a rubber garbage can? 

I try to train my personnel to be 


quiet, and I think for the most 


part they are, but sometimes I do 
have to do some correcting. I have 
noticed, too, that when they have 
to clean rooms that ordinarily have 
four beds and now have six they 
get very irritable and often I do 
not blame them. It always seems 
unfair to me to expect anyone to 
clean a room where you do not 
have space to move a bed out even 
if the maid is willing to do so— 
and in these days it is very prob- 
able we all know a few maids who 
do not want to move even a pin. 
It also was necessary to stop the 
practice of head nurses asking 
maids and cleaners to run errands; 
I was sorry to have to do this but 
after all I could not expect a maid 
to run errands all over the building 
and at the same time do the as- 
signment of work I had given her. 
It was also found advisable to 
work a little more closely with the 
head nurse on the floor and if she 
wanted some special work done on 
the floor or something done that 


had been overlooked by the maid. 


it was much better to have the or- 
der come from me. Maids can af- 
ford to be very temperamental 
these days and definitely do not 
like too many bosses. 

I have always tried to be espe- 


cially vigilant about accidents. Al- 
though many times I was positive 
I was talking to myself I have kept 
right on preaching that cleaning 
equipment must be placed so that 
people could not fall over it, that 
floors must be kept dry so the peo- 
ple would not slip and fall, that 
they must be careful that burning 
matches and burning cigarettes did 
not get into the waste paper bas- 
kets—not only because it showed 
that we were not considerate of our 
guests, or because it is very expen- 
sive to settle claims and gives the 
hospital the wrong kind of pub- 
licity, but also because it very often 
put an extra load on our nursing 
service which was overtaxed sev- 
erely already. 


Fine Spirit Results 


So much for the bad points; now 
for the good ones. I have found 
that through all this turmoil there 
has grown a really fine spirit of 
co-operation all down the line. In 
many instances I have found a real 
desire on the part of maids and 
cleaners to do much more than they 
were expected to do to help out 
during this trying time. They came 
to work promptly and often worked 
overtime to help in emergencies. I 
could not pay overtime but I have 
tried to balance accounts by giving 
them time off to more than com- 
pensate for the overtime they had 
worked. 

I also discovered that, when the 
situation was explained to them, 
the members of the nursing service 
were much more careful about 
spilling liquids on a newly waxed 
floor and were also more careful in 
the patients’ rooms and in the util- 
ity rooms; that I did not see so 
many cigarette stubs ground into 
the floors and carpets; that for the 
most part people in the business 
and other offices complained less 
when waste baskets were not emp- 
tied and desks not dusted. 

Things have been hard for every- 
one, but when I look at one of our 
maids who has her four sons in the 
armed forces, another who has two, 
another who has one, checking in 
to work each morning and check- 
ing out at night to go home and 
do more housekeeping, I feel ter- 
ribly proud of the contribution the 
housekeeping department is mak- 
ing each day. 
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Blue Cross News 


Medical Groups Back 2 New 
SURGICAL PLANS 


LUE Cross PLANS in Nebraska 
B and Oklahoma are figuring 
prominently in the administration 
and organization of surgical pre- 
payment plans which are being set 
up by medical groups in those 
states. 

Nebraska Surgical plan, organized 
and launched November 1 by the 
Omaha - Douglas County Medical 
Society, will be administered from 
the Omaha headquarters of Associat- 
ed Hospital Service, Nebraska’s Blue 
Cross plan. Organized as a compan- 
ion service to the Blue Cross hos- 
pitalization prepayment plan, the 
Nebraska surgical prepayment plan 
covers 400 different conditions on 
an indemnity basis, offering surgi- 
cal, obstetrical, pathological, x-ray 
‘and anesthesia benefits to subscrib- 
ers, with full benefits for their de- 
pendents. Purely medical condi- 
tions and house calls will not be 
covered. 

Establishment of the prepayment 
medical plan in Douglas County-is 
expected to furnish great impetus 
to the organization of a statewide 
service now being studied by the 
Nebraska State. Medical Associa- 
tion. 

The Oklahoma Blue Cross plan, 
with headquarters in Tulsa, will 
supervise the administration of an 
indemnity prepaid surgical and ob- 
stetrical plan recently adopted by 
the Oklahoma State Medical Asso- 
ciation. The new plans to be incor- 
porated and set up on a state-wide 
basis under the existing insurance 
laws of Oklahoma, will, like the 
new Nebraska plan, pay for serv- 
ices on an indemnity rather than a 
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service basis. It, too, is nonprofit in 
character. 

In setting up the plan, the House 
of Delegates of the Oklahoma State 
Medical Association recommended 
that it “recognize the age-old prac- 
tice of free choice of doctors of 
medicine and free choice of ap- 
proved hospitals.” 


Gift Film Will 


FeatureFinancn o 


A gift of a one-reel motion pic- 
ture to the Hospital Service Plan 
Commission has been made by the 
Simmons Company, manufacturers 
of metal furniture and beds. This 
is the second such offering on be- 
half of the Blue Cross movement 
by the Simmons Company, the first 
having been the one-reel film, 
“The Common Defense,” which 
was produced in 1942 and has been 
exhibited in upwards of 1,000 thea- 
ters throughout the United States. 


It is intended that the film will 
trace the history and public service 
of hospitals and include reference 
to the problems of hospital financ- 
ing as well as the Blue Cross meth- 
od of paying hospital bills. 

In a letter from G. D. Wrightson, 
vice president of the Simmons 
Company, to the director of the 
Hospital Service Plan Commission, 
Mr. Wrightson referred to “The 
Common Defense” by saying, “We 
were more than delighted to know 
that the picture we gave you be- 
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fore had been of such value. We 
sincerely hope that this one will 
do an even better job . . . Our in- 
structions are to the effect that the 
entire picture must be approved 
by your organization.” 


Future issues of Hospirats will 
carry stories as to the progress of 
the film, which will probably be 
entitled, “Every Two Seconds,” 
which is the frequency with which 
patients enter hospitals throughout 
the United States. 





College Coverage 
On the Upgrade 


Increasing numbers of colleges 
and universities are including Blue 
Cross protection in the health pro- 
grams available to their students, 
according to a recent independent 
analysis. 

Several of the 14 plans acknowl- 
edging such enrollment report that 
various colleges and _ universities 
covered require 100 per cent en- 
rollment of specific student groups, 
or of all the students enrolled, if 
there is to be coverage at all. All 
non-resident students, for example, 
at the University of Cincinnati are 
enrolled on a compulsory basis, 
while the entire student body of 
Marshall College, Huntington, W. 
Va., is required to participate in 
Blue Cross. 

Students at the University of 
Pittsburgh have been offered Blue 
Cross benefits for four years, with 
enrollment compulsory for women 
students only. Several colleges and 
universities in the area covered by 
the Peoria, Ill., plan are enrolled 
100 per cent as a result of arrange- 
ments between the institutions and 
the plan. The University of Toledo, 
too, requires enrollment of the en- 


tire student body. 


The payment of Blue Cross fees 
is in most instances taken care of 
through the college or university, 
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the regular payment of tuition and 
health fees affording an oppor- 
tunity for convenient collection. 
At the University of Cincinnati, 
fees are collected by the university 
along with regular health fees. 
Students of Marshall College and 
of the University of Toledo make 
their Blue Cross payments along 
with their tuition. 

This is also true of students cov- 
ered by plans in Omaha, Neb., 
and Peoria, Ill. The business man- 
ager of one private school, enrolled 
through the Tulsa, Okla., plan, 
collects the fees from the students 
on a yearly basis. 

The problem of coverage during 
the summer months has been solved 
in a variety of ways. Since most of 
the institutions offering Blue Cross 
to their students collect fees and 
remit to the plans directly, with no 
necessity for issuing a contract to 
each individual, coverage generally 
is for the school year only. 

The New Orleans plan, however, 
will enroll students on a_ twelve 
months’ basis. On the other hand, 
a student at the University of Pitts- 
burgh must renew his contract each 
tri-mester and cannot renew during 
any period during which he does 
not attend school. 

Under the plan offered by Blue 
Cross in Peoria, students are per- 
mitted to continue throughout the 
summer months, with a slight re- 
duction in fee. They must decide 
whether or not they wish to be 
covered, however, at the beginning 
of the last semester, to prevent 
those contemplating hospitalization 
during the summer to join only 
for that period. Students of Mar- 
shall College may participate dur- 
ing the six weeks’ summer session 
at a reduced rate. 

Although enrollment of students 
is of such recent origin in some 
plans that utilization and experi- 
ence data are not available, results 
for the most part are reported as 
good. 

The 14 Blue Cross plans which 
report enrollment of student 
groups are those in the headquar- 
ters cities of Boston, Cincinnati, 
Dallas, Denver, Detroit, Hunting- 
ton, Moncton and Winnipeg (Can- 
ada), New Orleans, Omaha, Peoria, 
Pittsburgh, Toledo and Tulsa. 
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In Personnel Shifts 


Lt. Lattner E. P. Lichty 


Lt. Fredric P. G. Lattner, USNR, 
returned on October g to his for- 
mer position as executive director 
of Hospital Service, Inc., of Iowa, 
after having been released from 
active duty with the bureau of 
naval personnel at Washington, 
D.C. Lt. Lattner left the Iowa plan 
to take up his duties in Washing- 
ton in December of 1942. 

Edson P. Lichty, formerly direc- 
tor of Hospital Service, Inc., of 
Iowa, has been appointed assistant 
director of Plan for Hospital Care, 
Chicago, according to an announce- 
ment by John R. Mannix, execu- 
tive director of the Chicago plan. 
As assistant director Mr. Lichty will 
assist Mr. Mannix, supervise enroll- 
ment, and co-ordinate the activities 
of the present sales and enrollment 
departments. 





PHILADELPHIA ENROLLMENT 
REACHES 660,000 MARK 


Associated Hospital Service, 
Philadelphia’s Blue Cross plan, 
wound up its first six years on No- 
vember 7 with an enrollment figure 
of 660,000, or 22 per cent of the 
population of the Philadelphia 
metropolitan area. In an official 
proclamation, Mayor Bernard 
Samuel officially designated the 
week of November 7 as Hospital 
Service Week in Philadelphia. 

During the past five years, the 
Blue Cross plan’s roll of member 
hospitals has increased from 23 to 
68 institutions in Philadelphia and 
its vicinity. About go per cent of 
the 190,000 hospitalized subscribers 
have used member hospitals. 

Since its beginning in 1938 the 
plan has paid $11,202,877 to hos- 
pitals. 


Minnesota Plan 
Folds Conference 


Ninety administrators and office 
personnel representing the 120 Blue 
Cross hospitals in Minnesota met 
for a one-day conference on No- 
vember 3 in St. Paul, headquarters 
of Minnesota’s Blue Cross plan, to 
discuss current joint problems and 
to hear a report of the recent Cleve- 
land conference. 


Arthur M. Calvin, executive di- 
rector of the. Minnesota plan, an- 
nounced that the board of trustees 
of the plan had voted to permit 
veterans to enroll individually 
within one year of their discharge 
from service. 

Also adopted by the board, said 
Calvin, was the recommendation 
“that subscribers becoming un- 
employed be permitted to renew 
their contracts for one year, the 
charges for such contract to be the 
same as the individual bill-direct 
rate.” This measure will apply to 
those persons who may be displaced 
in war plants at the end of the 
war, he explained. 

Other recommendations of the 
Cleveland conference which were 
approved by the board of trustees, 
according to Calvin’s report, were 
those concerning reciprocity of 
benefits in Blue Cross hospitals of 
other plans and the proposed com- 
prehensive national contract with 
uniform benefits. 

Dr. William A. O’Brien, director 
of post graduate medical education 
at the University of Minnesota and 
chairman of the public education 
council of the Minnesota Hospital 
Association, addressed the group at 
luncheon on the subject, “Making 
Minnesota Health Conscious.” Dis- 
cussing the importance of public 
education and good public rela- 
tions in the hospital field, Dr. 
O’Brien urged all hospitals to con- 
tinue participation in the year- 
round co-operative public educa- 
tion program which is developed 
jointly by the public education de- 
partment of the Minnesota Blue 
Cross plan and the council on pub- 
lic education of the Minnesota Hos- 
pital Association. 

Too many people assume that 
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MEMBERS ELECTED to the Hospital Service Plan Com- 
mission at the recent Cleveland conference of Blue Cross 
plans include two hospital administrators and one Blue 
Cross plan president. They are (left to right) F. A. Warden- 
burg, president of Group Hospital Service, Inc., Wilming- 


ton, and a director of E. I. DuPont de Nemours & Company; 
Dr. Lewis E. Jarrett, superintendent of Touro Infirmary, 
New Orleans; and Msgr. R. Marcellus Wagner, vice-pres- 
ident of Hospital Care Corporation, Cincinnati, and director 
of Catholic hospitals in the Archdiocese of Cincinnati. 





because a community has a hospi- 
tal, it has a good public health 
set-up, Dr. O’Brien pointed out. 
He went on to describe future 
health progress when all elements 
in a given community will be co- 
operating in a public health pro- 
gram. 

Blue Cross is still news in Minne- 
sota, Margaret Reagan, Director 
of Public Education for the Minne- 
sota Hospital Service Association, 
told the group, in spite of the fact 
that the plan is 12 years old and 
that one person in every five in the 
State is a subscriber. During the 
first six months of this year, 122 
stories on Blue Cross appeared in 
the newspapers in the state, sh 
said. 


“It is the obligation of the plan 
office and the Blue Cross hospitals 
to keep the public constantly in- 
formed on the progress, benefits 
and future of the voluntary com- 


munity plan for hospital care 
which the public has helped build 
by its wholehearted acceptance 
and continued support,” Miss 
Reagan concluded. 


During the afternoon the larger 
hospitals discussed problems pe- 
culiar to them, and associate hos- 
pitals elected members to represent 
them at Minnesota Hospital Service 
Association’s business meetings. 
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MARCH 14-16 TO BE DATES 
OF WINTER CONFERENCE 


The winter conference of Blue 
Cross plans will be held in New 
York City at the Hotel New Yorker 
March 14 to 16, 1945. This marks 
the tenth anniversary of the estab- 
lishment of Associated Hospital 
Service, the New York City plan, 
and the banquet program sched- 
uled for Friday night, March 16, 
will commemorate the enrollment 
of nearly 2,000,000 Blue Cross mem- 
bers in the greater New York area. 

Details of the program will be 
announced within the next several 
months, and special matters affect- 
ing inter-relations of hospitals and 
Blue Cross plans will be an impor- 
tant aspect of the program sessions. 
Blue Cross administrators are urg- 
ing the greatest possible attendance 
of board members and administra- 
tors of member hospitals during all 
or part of the session. 





QUESTIONNAIRE ATTESTS 
SATISFACTION WITH PLAN 


A questionnaire circulated 
among recently hospitalized mem- 
bers by Hospital Service Associa- 
tion of Northeastern Pennsylvania, 
Wilkes-Barre, showed that 81 per 
cent of those receiving the ques- 


tionnaire felt that they were able 
to enjoy better accommodations 
because their bill was paid by the 
plan. 

Ninety-one per cent agreed that 
the physician’s professional charges 
were easier to meet because of 
membership in the plan. Thirty- 
nine per cent of those questioned 
replied that they would have been 
forced to seek a loan from some 
source in order to pay their hos- 
pital bill. 

To the question, “Would you 
have used ward facilities if your 
Blue Cross service agreement had 
not provided semi-private _ facil- 
ities?” 38 per cent answered yes 
and 50 per cent no. All of those 
who gave their opinions said that 
they would recommend Blue Cross 
to their friends. 





+ 


STATEWIDE PROTECTION IS 
NEAR IN SOUTH CAROLINA 


Statewide hospital protection is 
approaching a reality in South 
Carolina with the appointment of 
a sponsoring committee of 17 civic 
leaders, physicians, hospital admin- 
istrators and trustees. J. B. Nor- 
man, Superintendent of Greenville 
City Hospital, is chairman of a 
group for sponsoring enabling leg- 
islation as well as suggested rates 
and benefits. 
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tion is available in strengths of gr. 1/100, gr. 1/130 


(listed as Hyoscine), gr. 1/150 and gr. 1/200; in boxes 
of 10 and 100 ampuls. Tabloid’ Hypodermic products, 
for the preparation of solutions for injection, are avail- 


2 able in a of gr. 1/100 and gr. 1/200; tubes of 


* 20.and 50, and packages of 500. 
BURROUGHS WELLCOME & CO. (USA) ‘ 


9 & I EAST FORTY-FIRST STREET, NEW YORK 17, ay, 


|" Tabloid’ and ‘Hypoloid’ Registered Trademarks 








Medical Revie V 


Studies Shed New Light on 
MALE CLIMACTERIC 


LTHOUGH THEIR STUDIES show 
A there is such a condition as 
the male climacteric, it is a rela- 
tively rare syndrome and probably 
affects only a small proportion of 
men who live into old age, Carl 
G. Heller, M.D., Ph.D., Vancouver, 
Wash., and Gordon B. Myers, 
M.D., Detroit, report in The Jour- 
nal of the American Medical Asso- 
ciation for October 21. Their 
studies were carried out at the 
Wayne University College of Medi- 
cine and the Receiving Hospital at 
Detroit, Michigan. 

“During the past few years,” the 
two men explain, “several articles 
have been published in medical 
journals about a syndrome occur- 
ring in middle age which has 
been termed the male climacteric. 
The syndrome has been character- 
ized _ principally by nervousness, 
psychic depression, impaired mem- 
ory, the inability to concentrate, 
easy fatigability, insomnia, hot 
flashes, periodic sweating and loss 
of sexual vigor. The chief basis for 
the diagnosis of male climacteric 
in published reports has been the 
similarity of the symptoms to those 
of the female menopause and the 
relief ‘sometimes afforded by andro- 
genic therapy. 

“The claim has been made that 
most men and all women pass 
through the climacteric during the 
fifth decade and that the diagnosis 
of male climacteric is frequently 
missed. Quite recently this concept 
has been popularized by Paul de 
Kruif in the July 1944 issue of 
Reader's Digest, and physicians are 
deluged with requests for treat- 
ment by hopeful readers. 
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“No objective evidence has been 
brought forward to prove that the 
male climacteric is an actual clin- 
ical entity or to differentiate it con- 
clusively from psychoneurosis or 
psychogenic impotence. In fact, or- 
dinary clinical experience arouses 
considerable skepticism as to the 
existence of the male climac- 
toric. «63° 

On the basis of their investiga- 
tion, which revealed testicular fail- 
ure in 23 patients studied, they 
state that there is an organic basis 
for justifying the claim that the 
male climacteric is a true clinical 
entity. 

Regarding differentiation _ be- 
tween male climacteric and _psy- 
choneurosis or psychogenic impo- 
tence, the two men _ say _ that 
presumptive differentiation may 
be made by a careful study of the 
patients combined with a test treat- 
ment, but that for a positive dif- 
ferentiation laboratory tests are 
necessary. 

They obtained satisfactory re- 
sults in treating the male climac- 
teric by intramuscular use of testos- 
terone propionate, but they warn 
that care must be exercised in the 
selection of patients receiving this 
therapy. 

The two physicians do not be- 
lieve that the average male can ex- 
pect to experience the male climac- 
teric. On the basis of their investi- 
gations they conclude that “whereas 
in the female the menopause is an 


invariable and physiologic accom- ° 


paniment of the aging process, in 
the male the climacteric is an in- 
frequent and pathologic accom- 
paniment of the aging process. ... .” 


Tetanus has been virtually eclim- 
inated from our armed forces as a 
result of compulsory immunization, 
Major Gen. 
a Mere 7 

Kirk, U. S. A., 
Surgeon General of the Army, re- 
ports. He says that not a single 
case has been reported among com- 
pletely vaccinated troops and there 
has been only a handful of cases 
throughout the entire Army. These 
occurred prior to vaccination or be- 
fore the immunization process had 
been completed. 

The Navy, which also requires 
tetanus immunization, has had no 
cases of the disease among sailors 
or marines wounded in combat up 
to September 15, 1944, according 
to the Navy Bureau of Medicine 
and Surgery. 

Recently a Navy medical officer 
who served aboard a hospital ship 
on which were 284 Japanese and 
384 Americans, all wounded in the 
same engagement, says that there 
were 14 cases of tetanus, 10 of them 
fatal, among the Japanese and none 
among the Americans. Army medi- 


cal records indicate that the Jap- 


anese do not immunize actively 
against tetanus. 


An Army surgeon reports that 
the use of fibrin foam, recently de- 
veloped from human blood plasma, 
Fibrin ~ cern capil 
Foam abi trsassnil 

rhages in nerve 
surgery of the brain and spinal 
cord, contributed in a large meas- 
ure to the success of 226 neuro- 
surgical operations in which it was 
used at Walter Reed General Hos- 
pital, Washington, D. C. Major 
Barnes Woodhall, M.C., A.U.S., in 
his report in The Journal of the 
American Medical Association for 
October 21, points out that the 
control of hemorrhage from small 
or moderate sized blood vessels in 
such operations by electrocoagula- 
tion or by the use of a silver clip, 
is relatively standardized and has 
been proved satisfactory. 

The control of capillary bleed- 
ing cannot be accomplished by 
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these destructive measures, and, as 
a result, cotton patties soaked in a 
warm saline solution or muscle 
stamps have been used. These lat- 
ter two methods may be both time 
consuming and ineffectual in seek- 
ing a complete stoppage of the 
bleeding, and, in addition, may be 
followed by considerable tissue re- 
action. 


He reports that fibrin foam 
promptly stopped the bleeding in 
each one of the 226 operations and 
“contributed in large measure to 
the execution of the particular op- 
eration. No clinical untoward re- 
actions that could have been at- 
tributed to the use of fibrin foam 
jhave been observed. There were 
but two opportunities to observe a 
possible tissue reaction to fibrin 
foam, and these negative observa- 
tions were consistent with those 
previously reported. The applica- 
tion of this method of hemostasis 
to war injuries of the brain seems 
most promising.” 


A study of the incidence of abor- 
tion among a group of pregnant 
women who traveled and another 
group who 
maintained a 
sedentary exist- 
ence during the period of gestation, 
reported by Lieut. A. W. Diddle 
(MC), U.S.N.R., in the American 
Journal of Obstetrics and Gynecol- 
ogy for September 1944, indicates 
that travel does not predispose to 
abortion. The Naval Hospital and 
Dispensary, from which the data 
were collected, served all obstetric 
dependents of the Navy, Marine 
Corps, Coast Guard and Army per- 
sonnel. It is located on an island 
127 miles from the mainland and 
connected with the latter by means 
of a rough asphalt and coral high- 
way and a system of bridges. 


Travel for 
Pregnant Women 


The road in places is corrugated 
with transverse humps. In order to 
commute to and from the nearest 
railroad, 170 miles away, it was nec- 
essary for all women to go by bus 
or car over this course. During a 
sixteen week period of observation 
there were 289 women who jour- 
neyed and 467 who did not. Of the 
289 travelers who toured before the 
end of the fourth month 16, or 5.6 
per cent, had untimely births as 
contrasted to 84, or 17.9 per cent, 
occurring among the control or 
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sedentary series. Based on the 179 
protocols where the distances cov- 
ered were known definitely, 46, or 
25.7 per cent, were multigravidas 
and 37, or 20.6 per cent, were 
parous. : 

A careful analysis of all factors 
involved, Lieut. Diddle says, sug- 
gests that neither the distances cov- 
ered nor the method of travel nor 
the time of the month at which a 
journey was taken revealed any sig- 
nificant differences in the incidence 
of abortion. 


Experiments with mice indicate 
that anthrax can be effectively treat- 
ed with penicillin, F. R. Heilman, 
ae 
and Anthrax paws, Baie 

report in the 
October 4 issue of the Proceedings 
of the Staff Meetings of the Mayo 
Clinic. “Anthrax,” they say, “in 
spite of an apparent decrease in its 
incidence and fatality among hu- 
man beings during the past few 
years, still remains an important 
problem in certain industries. Ac- 
cording to Lucchesi and Gilder- 
sleeve, the fatality rate of this dis- 
ease is still fairly high. 

“They reported [1941] a fatality 
rate of more than 16 per cent for 
the five year period from 1934 
through 1938. This represented, ac- 
cording to them, a 6 per cent reduc- 
tion in the fatality rate over the 
preceding five year period. ... It 
appears that there is no uniform 
opinion as to the best therapeutic 
procedure in the treatment of ex- 
perimental or clinical anthrax. The 
use of large doses of serum, the use 
of arsenicals or the use of sulfona- 
mides may be associated with un- 
desirable reaction at times... .” 

In the first of two experiments 
they found that slightly more than 
half (55 per cent) of the mice treat- 
ed with penicillin could be pro- 
tected against 10,000 times the 
lethal dose of Bacillus anthracis, 
even when 16 hours had elapsed 
between the inoculation and the 
beginning of treatment. In the sec- 
ond experiment, 40 mice were in- 
oculated with Bacillus anthracis. 
Of the 40 mice, 20 received treat- 
ment and 20 received no treatment. 
All of the treated mice survived and 
all of the untreated mice died with- 
in 96 hours after receiving the in- 
oculation. 





Massive arsenotherapy yields 85, 
to go per cent satisfactory results 
in primary syphilis and 70 per cent 
in secondary 
syphilis, the 
United States 
Public Health Service reports in an 
evaluation of results obtained in 
4,351 treatments in 22 co-operating 
clinics. The findings, which are re- 
ported in The Journal of the Amer- 
ican Medical Association for Oc- 
tober 28, also indicate that patients 
over 25 years of age respond better 
than younger ones. 

The report deals with a study 
which was limited to cases in the 
first four years of infection with or 
without active manifestation of the 
disease treated during the period 
1933 to 1943 inclusive. The study 
also revealed the fact that men re- 
sponded better than women and 
whites better than nonwhites. The 
least satisfactory results were ob- 
tained among young nonwhite 
women. 

Six different schemes of treat- 
ment were employed in the groups 
studied. Except for the slow intra- 
venous drip administration of neo- 
arsphenamine, which proved to be 
highly reactive, the best results fol- 
lowed the use of multiple syringe 
injections of mapharsen combined 
with typhoid vaccine. About 5 to 6 
per cent of the primary cases re- 
lapsed and 10 to 13 per cent of the 
secondary cases. Bismuth adminis- 
tration during the period of treat- 
ment appeared to improve the re- 
sults obtained. 

Acute encephalopathy was ob- 
served in 7.1 per thousand treat- 
ments. Of these 3.2 per thousand 
were fatal and 3.9 per thousand 
were followed by recovery. No dif- 
ference could be demonstrated be- 
tween treatments with regard to the 
frequency of this type of reaction. 

“For each treatment method in- 
cluded in the study,” the report 
says, ‘a greater percentage of satis- 
factory results was obtained among 
primary cases than among second- 
ary cases. . . . Likewise, among pa- 
tients with secondary syphilis there 
developed more serologically fast 
cases, serologic relapses and clinical 
relapses proportionally than among 
primary cases. An average of 85.7 
per cent satisfactory results was ob- 
tained in primary syphilis as op- 
posed to 70.4 per cent in secondary 
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syphilis. Six and four tenths per 
cent of the primary cases exhibited 
clinical relapses and 13.1 per cent 
of the secondary cases. . . . 

“The therapeutic results, then, 
that can be expected from present 
methods of massive arsenotherapy 
are at best about 85 to go per cent 
‘cure’ among cases in which treat- 
ment is started in the primary stage 
of the disease and 70 per cent in 
which treatment is started in the 
secondary stage... .” 

An extreme instance of a vitamin 
deficiency induced by rancid fat 
has been reported by O. G. Fitz- 
Rancid hugh, A. A. Nel- 
hued son and H. O. 

Calvery in a re- 
cent issue of the Proceedings of the 
Society for Experimental Biology 
and Medicine. These investigators, 
who are with the Food and Drug 
Administration, report that certain 
unexplainable abnormalities de- 
veloped in control rats maintained 
for long periods on their routine 
laboratory diets. 

Twenty pairs of albino rats, 
twenty-one days of age and equally 
divided among the sexes, were 
placed on mixed diets consisting 
of 18 parts of casein, 60 parts of 
corn starch, 5 parts of brewers’ 
yeast, 5 parts of whole dried liver, 
4 parts of salt mixture, 2 parts of 
cod liver oil and either 6 parts of 
corn oil or 6 parts of lard which 
had been previously stored for sev- 
eral months at 35 F. The two die- 
tary mixtures were prepared in suf- 
ficient quantities to last approxi- 
mately six weeks and the mixtures 
stored in covered tin buckets at 

The investigators concluded that 
the main toxic effect of rancid lard 
as revealed under the conditions of 
their test was due to the complete 
destruction of vitamin E in the 
stored food mixtures. Confirming 
this conclusion, it was found that 
nonrancid samples of the same 
batch of lard were nontoxic and 
nutritionally equivalent to the corn 
oil used in the control feedings. 

The Washington investigators, as 
the result of their findings, empha- 
size’ that dietary mixtures should 
be prepared as frequently as pos- 
sible, and, if storage is necessary, it 
should be at a subfreezing tempera- 
ture. 

The development of rancidity, 
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they found, is more rapid in food 
mixtures than in unmixed lard, 


and little or no rancidity develops 
at 20 F. 








CURRENT HEALTH CONDITIONS 


A statement from the Division of Public Health Methods, 
U. S. Public Health Service. 








' FOLLOWING REPORT refers to 
the few communicable diseases 
that are above the usual expect- 
ancy and does not discuss the 
many diseases that are at or below 
expectancy. 

Poliomyelitis. ‘There were nearly 
2,900 cases of poliomyelitis re- 
ported during October, which may 
be compared with about 5,500 for 
September and 6,100 for August— 
the two peak months—and with 
about 2,300 for July. There were 
582 cases during the week ending 
October 28, as compared with 
nearly 1,683 in the peak week end- 
ing August 2 and with about 1,500 
in each of the adjacent weeks. 

As compared with preceding 
years, the figure 2,go0 cases for 
October is greater than the figure 
for any of the four years from 1940 
to 1944, the highest of those Octo- 
bers being about 2,000 in 1943. 

All geographic sections showed a 
decline in the number of cases of 
poliomyelitis in October. Although 
the epidemic may be said to be 
practically over, there are still a 
considerable number of cases. Dur- 
ing October the weekly number 
declined from 877 to 582 and fur- 
ther declines may be expected dur- 
ing November and December. 

Rickettsial diseases. ‘These dis- 
eases may be classified into four 
groups according to the vector 
which spreads the disease, namely, 
louse borne, flea borne, mite borne, 
and tick borne. Exanthematic or 
louse borne typhus and scrub or 
mite borne typhus are practically 
absent from this country, except as 
laboratory infections. 

Mention has been made in these 
reports of the tick borne variety, 
Rocky Mountain spotted fever, 
which occurs during the summer 
months and which is. now at a 
low level. During the first 10 


months of this year 444 cases were 
reported, with the maxima in June, 
July, and August. The 444 cases are 





about the same as in_ preceding 
years; the range in the first 10 
months of the five years beginning 
with 1940 has been from 402 to 
463. The majority of the cases were 
formerly in the mountain region 
which gave the disease its name, 
but in recent years—including the 
present one—more cases have been 
reported in the South Atlantic 
than in any other section, 


Flea borne typhus, sometimes 
called Brill’s disease, is confined 
almost entirely to the southern 
states, gg per cent of the nearly 
4,300 cases reported in the first 10 
months of 1944 being from the 
South Atlantic and the East and 
West South Central regions. The 
peak of this disease comes in the 
summer and fall, the maximum 
cases in 1944 occurring in July and 
August, with September only 
slightly less than those months. 
The trend of reported cases of 
typhus fever has been upward dur- 
ing the past few years; the 4,300 
cases for the first 10 months of 1944 
may be compared with about 3,600 
for 1943, 3,000 for 1942, 2,200 for 
1941, 1,500 for 1940, and 2,500 for 
1939. 

Meningitis. Meningococcus men- 
ingitis has been epidemic for the 
past two years and is still above 
expectancy. The 620 reported cases 
for October represent about 100 
more than for September 1944, but 
300 less than in October 1943. As 
this is a winter disease, some sea- 
sonal rise would be expected; in 
both 1943 and 1942 October had 
more cases than September, but 


-this was not true in 1941. 


In the first 10 months of 1944 
the reported cases were about goo 
less than for that period in 1943, 
which was also an epidemic year, 
but the 14,500 in 1944 was far 
above the 2,g00 and 1,700 for the 
same 10 months in 1942 and 1941, 
respectively. 











“Reporting ‘from ‘Washin oton 


Some Probabilities as the 
NEW TERM OPENS 


1GH ON THE Roosevelt calendar 
H of legislative moves is a vast 
program of expanded social secur- 
ity, improved housing, private as 
well as public, improved wages and 
higher agricultural price levels. 

There appears to be little likeli- 
hood of President Roosevelt with- 
holding action on this program be- 
yond the opening of the next Con- 
gress. 

When the program is introduced, 
it is expected that Congress will be 
called upon to broaden the social 
security system to include groups 
net now covered. Odds at this time 
do not favor passage of the Wagner- 
Murray-Dingell health insurance 
proposal. Principal reason for the 
predictions on this measure is the 
very effective resistance of medical 
and other health groups to the pro- 
posal. 

@ A substantial public works pro- 
gram will be presented to Congress, 
not only as a means of offsetting un- 
employment but also as a step to- 
ward bridging the five-year gap in 
community construction. At this 
time, it is not quite clear whether 
the president plans to treat the 
housing program as a part of the 
public works program or as one, or 
even two separate projects: Slum 
clearance and public housing for 
the lower wage earner; federal fi- 
nancing of private homes for the 
white collar workers. 

@ The one complete portion of the 
postwar blueprint is the veterans’ 
program. The emphasis here will be 
on fulfilling promises already made. 
q In the area of collective bargain- 
ing, nothing new is likely to be 
forthcoming from the White House. 
Labor will be fortunate if the next 
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four years see no important modi- 
fications of the National Labor Re. 
lations Act. The important conces- 
sions to labor will be in the area of 
wages rather than in collective bar- 
gaining. There is some pressure to 
increase minimum pay under the 
Wage-Hour Law to 60 and perhaps 
65 cents an hour, accompanied by a 
further reduction of hours in the 
basic work week. 

q OPA’s price program will hold 
up after V-E Day, although there 
may be some break in the price line 
to cover initial high costs of return- 
ing to civilian production. It will 
be difficult to deny requests for 
price increases at a time when gov- 
ernment is pleading for fuller pro- 
duction. 

@ While some elimination of nu- 
merous WPB orders and CMP is 
expected, WPB’s basic regulatory 





BROADER SOCIAL SECURITY 

At the President’s first cabinet 
meeting after election day, he gave 
general approval to two important 
legislative matters: (1) a change 
in minimum wage rates from 40 
to 60 cents, which will automa- 
tically boost all wages, and (2) re- 
vision of the Social Security Act 
to extend the benefits of unem- 
ployment and old age insurance to 
employees not now covered. 

Social Security Chairman Ar- 
thur Altmeyer has drafted a de- 
tailed revision of the Social Se- 
curity Act to include a new health 
insurance provision. The President 
made it clear that these measures 
are to be introduced at the Janu- 
ary session of Congress. 











technics will continue for some time 
after V-E Day. 

@The Roosevelt administration, 
while acknowledging the necessity 
of a tax program to encourage busi- 
ness, probably will do less than the 
Republicans would have done. No 
radical change is expected in in- 
dividual taxes until after the war. 
@ The real question to be deter- 
mined in the months ahead is 
whether industry can jump the re- 
conversion hurdle and provide high 
employment at a sustained level of 
an estimated 140 billion dollars an- 
nual national income. What the 
program of the fourth term turns 
out to be depends ultimately on the 
answer to that question. (See Mc- 
Gill forecasts in Purchasing Sec- 
tion.) 

There are some who feel that re- 
conversion will not be as great a 
problem as previously imagined, 
since only 20% of industry in terms 
of employment actually converted 
in the true sense. While a great 
many industries are now producing 
large quantities for the military, the 
textile industry as an example, only 
minor changes are needed before 
civilian production can be resumed. 


MANPOWER 

President Roosevelt’s pre-election 
promise of 60,000,000 jobs has been 
interpreted in Washington as an 
indication that the U. S. Employ- 
ment Service will have an increas- 
ingly important part in the national 
employment program now and after 
victory is outs. 

The basic organization for a post- 
war system of public employment 
offices already exist in the USES. 
Today the USES placements repre- 
sent a sizable proportion of the to- 
tal number of workers hired. 

USES will continue to operate 
with at least as much responsibility 
for the remainder of the war in Eu- 
rope, with increasingly important 
functions added as the task of find- 
ing jobs for war workers becomes 
more arduous. 

Hospital administrators will find 
the 1,500 local offices of USES have 
much to offer in the way of assist- 
ance in the difficult job of meeting 
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facilitate the more successful attainment 
of the surgical objective 


IN COMBINATION, the distinctive features 
which characterize these widely preferred 
surgical blades afford the optimum in 
cutting efficiency. They provide superior 
sharpness with uniformity. Greater strength 
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hospital staffing requirements. The 
recruiting, interviewing and refer- 
ral work of USES, coupled with the 
task of providing occupational in- 
formation and assistance to veterans 
and young job seekers, undoubtedly 
can render an able service to ad- 
ministrators. Another USES feature 
—the transfer of workers from sur- 
plus areas to areas of job opportuni- 
ties—should uncover workers who 
can be used to fill hospital vacan- 
cies. (See News Section report on 
Detroit’s experiment.) 

While the USES does not operate 
training programs at the present 
time, it does supply occupational 
and labor market information need- 
ed for the planning, and adminis- 
tration of programs operated by 
hospitals with training programs. 

Supporters of the plan to expand 
the operation of USES realize that 
the task of reconverting to a peace- 
time basis cannot be accomplished 
overnight. In fact, the performance 
of USES in placing the more than 
1,000,000 veterans who have been 
released from service will be one of 
the strongest arguments for expan- 
sion of USES’s facilities into a 
full-fledged postwar job placement 
agency. 

Congressional leaders, labor big- 
wigs and administration authorities 
on employment are already work- 
ing on an adequate financial plan 
to enable this agency to assume the 
heavy responsibilities of this new 
undertaking. Included in the ade- 
quate financing plan will be allow- 
ances for a complete staff of people 
—many to be recruited from civilian 
life—who will have the ability and 
the authority to do the job in a 
fashion that will minimize, if not 
eliminate entirely, the anticipated 
postwar period of unemployment. 


TAX EXEMPTION 

The commissioner of internal 
revenue has announced his accept- 
ance and acquiescence in the deci- 
sion of the Tax Court of the United 
States in re the Goldsby King Me- 
morial Hospital case. The commis- 
sioner had previously claimed that 
the hospital was not exempt from 
federal income taxation under the 
provisions of Section 101.6 of the 
Internal Revenue Code for the tax- 
able years 1929 to 1939, inclusive, 
and had determined deficiencies in 
tax for the period totaling $16,- 
533-97- In contesting this deter- 
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mination, the Goldsby King Me- 
morial Hospital carried the case to 
the higher court. 

In a memorandum opinion is- 
sued July 19, 1944, the court held: 

“A corporation otherwise exempt 
is not deprived of exemption be- 
cause it incidentally carries on prof- 
itable activities in furtherance of its 
predominant charitable purpose.” 

The acquiescence and acceptance 
of the decision by the commissioner 
means, in effect, that the decision of 
the tax court will stand and will 
remain in force in consideration of 
similar future tax cases. 


WAGE CONTROL EXEMPTION 
The National War Labor Board 


recently announced 10 resolutions . 


concerning wage and -salary sta- 
bilization in the Territory of Ha- 
waii which have been adopted by 
the Territorial War Labor Board 
for Hawaii which was established 
by General Order No. 37 on June 6, 
1944. Resolution No. 4 provides in 
part as follows: “Organizations es- 
tablished as non-profit community 
chest funds, foundations, or ceme- 
tery companies, and organizations 
operated without profit and exclu- 
sively for religious, charitable, sci- 
entific, literary, or educational pur- 
poses, including nonprofit hospitals, 
which have been exempted from 
the payment of income and social 
security taxes, may file an applica- 
tion with the Territorial War La- 
bor Board for Hawaii for an exemp- 
tion from the necessity of obtaining 
the approval of the board of wage 
and salary adjustments for their 
employees.” 


WLB DECISIONS 

The U. S. Supreme Court has re- 
fused to consider a case brought by 
employers against WLB, thereby 
leaving unchanged lower court de- 
cisions that WLB cases are not sub- 
ject to review by the courts. 


POSTWAR NURSING 

The importance of nursing to 
women seeking postwar employ- 
ment was discussed recently by Miss 
Frieda Miller, chief of the Women’s 
Bureau, Department of Labor. In 
her talk, Miss Miller pointed to the 
figure of 4 per cent as the total 
number of trained and _ student 
nurses looking for employment in 
1940. In 1941, 50 per cent of the 
nurses were connected with institu- 


tions, and just 3 per cent of nurses 
were in industrial concerns. 

As an example of the established 
place of women in health and wel- 
fare work, Miss Miller pointed out 
that of the 3,100 physical therapists 
listed on pre-war registry, less than 
50 were men. 


PHYSICIANS’ RECRUITMENT 

While effects of the announce- 
ment by War Manpower Chairman 
Paul V. McNutt that civilian physi- 
cians will no longer be recruited for 
the Army cannot be quickly judged, 
it is generally accepted that there 
will be little if any improvement in 
the situation as the Navy, U. S. Pub- 
lic Health Service of the Federal 
Security Agency and the Veterans 
Administration will continue to re- 
cruit physicians. 

The Army will fill its future re- 
quirements for military physicians 
from sources now available and will 
not require certification of avail- 
ability of additional physicians 
from WMC’s Procurement and As- 
signment. 

Chairman McNutt said that more 
than 40 per cent, or approximately 
60,000 members of the active medi- 
cal profession of the country are 
now serving in the Army, Navy,. 
Veterans Administration and other 
governmental services. 

Latest figures released by the 
Navy indicate the need for more 
than 3,000 medical officers. The 
U. S. Public Health Service lists 
its requirements at about goo for 
the Coast Guard and other agencies. 


ARMY RELIEF WORK 

Personal affairs officers of the 
Army are being cautioned by the 
War Department not to attempt 
to supervise, control or direct the 
activities of the American Red 
Cross, or of the Army Emergency 
Relief. It will be recalled that early 
this year most of the functions of 
the Army Emergency Relief were 
turned over to the Red Cross with 
the explanation it was to “prevent 
duplication of effort.” 


ARMY MEDICAL DEPARTMENT 

Maj. Gen. Norman T. Kirk, sur- 
geon general of the Army, is one of 
the six new members elected to the 
National Committee for Mental 
Hygiene. General Kirk was com- 
mended for “unusual awareness of 
the importance of skilled psychia- 
tric treatment in the Army.” 
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Unretouched photo of refrigerator car being loaded with Penicillin-C.S.C. 


This shipment of Penicillin-C.S.C. to the armed forces demonstrates 
the tremendous growth of production here at the Commercial Sol- 
vents Corporation penicillin plant. Billions upon billions of units of 
Penicillin-C.S.C. are constantly being shipped to every corner of the 
globe, wherever the fight for a better, safer future is -being waged. 


Whether Penicillin-C.S.C. will be re- 
leased for broad civilian practice to- 
morrow or on some more distant day, 
distribution facilities are organized 
now so that ample stocks will be avail- 
able throughout the United States 
immediately upon release to supply the 


needs of every hospital, every physician. 


Penicillin-C.S.C., backed by Com- 
mercial Solvents Corporation’s quar- 
ter-century research and experience in 
large-scale microbiotic manufacturing 
procedures, is of guaranteed potency 
and biologically assayed for sterility 
and non-toxicity, including freedom 


from fever-producing pyrogens. 
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The Bacon Library 


Timely Advice on Coping With 
FUEL SHORTAGES 


RepucinG HospiraL Fuet Costs. Research 
Department of the Hospital Bureau of 
Standards and Supplies, Inc., 247 Park 
Avenue, New York 17, New York: $1. 

Ru SHORTAGES make adminis- 

trators fuel conscious. This 
very practical and timely discussion 
of reducing fuel costs will be wel- 
comed by the administrator. Many 
will be surprised to learn that they 
may very possibly reduce their fuel 
costs by one-third or one-half. 


This pamphlet will not make the 
reduction alone, but it is an unusu- 
ally hard sense outline of the meth- 
ods by which fuel consumption can 
be reduced. It does not seek to 
make engineers out of administra- 
tors but it does indicate means by 
which the administrator can judge 
the competence of the engineer’s 
efforts toward the reduction of fuel 
bills. 


The recommendations are sound, 
practical and not too technical. 
Any administrator will profit by 
careful reading and frequent ref- 
erence to this report.—W. P. M. 
ONE THOUSAND Books ‘FoR Hospirav Li- 

BRARIES. Perrie Jones. The University of 

Minnesota Press, Minneapolis. 58 pages; 

50 cents. 

This annotated list of 1,000 books 
is primarily for the use of the 
librarian working directly with the 
sick. If the librarian is untrained 
and perhaps a volunteer she will 
have an even greater need for it. 
The list is classified under several 
large subjects such as_ hobbies, 
amusements and sports, travel, and 
fiction. Complete bibliographic in- 
formation is given for each title so 
that it can be used as a buying 
guide without further reference. 
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The present librarian of the 
American Hospital Association 
while librarian at the Glen Lake 
Sanatorium helped with the com- 
pilation of this list and is convinced 
of its worth to all hospitals giving 
library service to patients. 


CIVILIZATION AND Disease. Henry E. Sig- 
erist, M.D., D.Litt., LL.D. New York, 
Cornell University Press, 1943; $3.75. 


Dr. Sigerist is the William H. 
Welch Professor of the History of 
Medicine at Johns Hopkins Uni- 
versity. This book is based on a 
series of six “Messenger Lectures” 
given at Cornell University in No- 
vember and December, 1940. It 
tells of disease, a factor which has 
had a varied and multiple influence 
on every aspect of civilization. 


The impact of disease on eco- 
nomics, social life, the law, re- 
ligion, philosophy, science, litera- 
ture, art and music is traced in a 


story that is as fascinating as a 
legend and as important as history. 
In direct contrast to the usually 
malign effect of disease upon the 
various aspects of civilization is the 
last chapter which deals with civil- 
ization’s effort to combat disease. 








A CONTRIBUTION 


The Bacon Library recently re- 
ceived the following letter: “En- 
closed please find a check for 
$20.24. This is an excess of receipts 
which the twelfth Chicago Institute 
of the American College of Hos- 
pital Administrators received for 
their dinner held on September 22. 
The officers and the executive com- 
mittee wish that this be turned over 
to the Bacon Library for whatever 
use seems best. Signed: N. Conant 
Faxon, treasurer.” 


The Library is very appreciative 
of such practical encouragement 
from the people who attended this 
year’s institute. 











From the Pages of 
Other Journals 








Brief notes about interesting articles 
appearing currently in magazines and 
journals outside the hospital field are pub- 
lished in this section. The complete ar- 
ticles may be borrowed from the Bacon 
Library. 

“Seven Ways to Lengthen the 
Life of Linens.” Supervision, Oc- 
tober, 1944. 

With the linen situation as acute 
as it is and with the personnel 
problems that exist in laundries 
today, any suggestions which will 
help make linens last longer are 
worthy of note. This article is di- 
rected to employees in the various 
departments and their co-operation 
is asked. 

For example: Employees are 
urged to hang up their uniforms 
on hangers—putting them on hooks, 
with the point pressed against the 
collar, will soon wear a hole. The 
indiscriminate use of towels for 
purposes for which towels were not 
intended is discouraged. 

A list of these seven suggestions 
posted in locker rooms, utility 
rooms and other places in the hos- 
pital could possibly remind the 
employees to help in this phase of 
conservation. 


“Co-operation in a Medical Care 
Program,” by Joseph E. Baldwin, 
director, Lake County Department 
of Public Welfare, Gary, Ind. Pub- 
lic Welfare, October, 1944. 

In Indiana the law provides that 
at least 60 per cent of the total cost 
of medical care for public assist- 
ance recipients is reimbursable out 
of state funds. The counties have 
the right to choose the manner of 
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NO MATTRESS 


Folks who tip the scales at a few pounds as well 
as those on the husky side find Foamex the per- 
fectly comfortable mattress. 


Why? Because its super-buoyancy adjusts 
itself to any weight. 


It floats hundredweights or ounces on 
millions of air-breathing latex cells—so sensi- 
tive they can cradle the tenderest curves... 
so resilient they can’t pack hard under the 
heaviest. burdens. 

And a Foamex mattress is ail soft, springy 
comfort, right through from top to bottom. 
Not just soft outside and springy inside. 


Besides extra comfort, that means extra 
years of wear. For with no loose innards to 
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lump or sag, Foamex mattresses hold their shape 
almost forever. Those air-and-latex cells are 
welded permanently together. 


Yes, everybody, including hospital per- 
sonnel, likes Foamex mattresses better. They 
save work. They’re so light, flexible, they make 
bed-making easier. They're so airy they keep 
themselves dust-free, odor-free, damp-proof. 
They never need turning, pummeling, to keep 
them smooth. 


Our fighting men, too, appreciate the 
superb cushioning quality of Foamex. It helps 
shield them from concussion. They need it even 
more than you, so won’t you please let us hold 
your Foamex orders till after Victory? 
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payment to be used. The Lake 
County Department of Public Wel- 
fare uses the system of payment for 
care made directly to the creditor, 
on the theory that those who really 
need the service of one or another 
of the members of the healing arts 
would have less reticence about 
availing themselves of it. 

Local physicians at first were 
hesitant, thinking that all recipi- 
ents should first “get an order.” 
The success of the plan is in direct 
relation to the effectiveness of the 
reviewing committee, which con- 
sists of five doctors appointed by 
the medical society, and meets once 
every month to go over the bills 
submitted during the current 
month. The hospital committee 
has been used as a committee in 
the agreement on uniform rates for 
hospital charges, consisting not 
only df board and room rates, but 
also of all extras and drug items. 


“Postwar Laundries.” Architec- 
tural Record, October, 1944. 

The Architectural Record has 
been publishing a series of studies 
of building types—hospitals having 
been the subject of the August 1944 
issue. The current copy contains a 
15 page layout of laundry plans 
and specifications for laundry 
equipment. While of course de- 
signed with a commercial laundry 
in mind, nevertheless the planning 
of the various facilities for laundry 
work is adaptable for institutional 
laundries. The specifications for 
equipment are especially useful 
and the diagrams of the placing of 
the machines for maximum service 
are worth study. 


“Proposed Plan for Labor and 
Delivery Room Setup in Hospitals.” 
Bulletin of the University Hospi- 
tal, University of Georgia School 
of Medicine, September, 1944. 

The drawings of this section of 
an obstetrical unit together with 
the explanatory text are the results 
of an attempt to plan such a sec- 
tion carefully. In view of the enor- 
mous increase in hospital facilities 
about to be introduced throughout 
the world, attention should be di- 
rected to this subject. 

Some of the recommendations in- 
clude: Specifications for the size of 
the delivery rooms—1i2 feet wide 
and 14 feet long. The plans calls for 
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a labor room with six beds, three 
delivery rooms and three rooms 
to be used by the obstetricians as 
temporary quarters. One delivery 
room is equipped with a small am- 
phitheater. 


“Medical Care: A Private Enter- 
prise or a Social Service?” by Joseph 
W. Mountin, Medical Director, 
USPHS. Public Health Reports, 
October 27, 1944. 

Some quotable sentences from 
Dr. Mountin’s article: 

“The increasing interest and con- 
cern about questions involving 
medical care can be traced to two 
distinct but somewhat related fac- 
tors: The measurable benefits that 
may now be derived from good 
medical service; and second, the in- 
creasing proportion of the popula- 
tion that is denied full participa- 
tion in these benefits.” 

“In the practice of modern medi- 
cine, it is necessary that physicians 
have ready access to physical facil- 
ities represented by hospitals, clin- 
ics, and laboratories, and be assisted 
by the skilled staffs associated with 
such institutions.” 

“Analyses made by the USPHS 
show that a hospital of itself exerts 
a definite influence both in attract- 
ing physicians to a community and 
in retaining their services.” 

“To meet the special needs of 
low-income and sparsely settled 
areas, it will probably be necessary 
also to make direct grants for the 
construction and operation of hos- 
pitals and to supplement the in- 
come of professional personnel.” 


“What Are We Going To Do 
About Sanitation?” by Mary M. 
O'Donnell. American Restaurant 
Magazine, November, 1944. 

Sanitation in itself should not be 
relative—a glass is either absolutely 
clean or it isn’t clean. Therefore 
sanitation is no more essential in 
hospitals than it is in restaurants. 
The dietary department in hospi- 
tals has been hit as hard as any 
other department in the personnel 
shortage and it is of first importance 
that the employees be made aware 
of the necessity of careful handling 
of food and utensils. This article 
reproduces several posters which 
illustrate the correct way to pick 
up dishes and silver. 

There is also the economic prob- 


lem of waste due to spoilage 
brought about by faulty handling 
or neglect of raw or cooked foods. 
The USPHS is interested in food 
sanitation and is now making a 
film on restaurant sanitation to be 
shown in connection with a course 
on this subject. Of the many jobs 
in kitchens there is not one that 
sanitation does not enter into— 
from washing spinach to serving 
coffee. Miss O’Donnell stresses the 
necessity of adequate supervision of 
all help in the dietary department 
and places the responsibility for 
cleanliness directly on the head of 
the department. 


“More and Better Hospitals,” by 
Henry H. Saylor. Journal of the 
American Institute of Architects, 
November, 1944. 3 

Mr. Saylor’s comments on hospi- 
tal planning are more or less fa- 
miliar to many hospital administra- 
tors, but he has now reviewed the 
current literature and has compiled 
the best thinking on the subject 
from the members of the Hospital 
Facilities Section of the United 
States Public Health Service and 
from articles appearing in the vari- 
ous hospital journals. 

This article is important because 
it is published in the official journal 
of the American Institute of Archi- 
tects, and will be read by architects. 
He has quoted Dr. Parran and Dr. 


Hoge at length, and emphasizes the 


necessity of careful location and 
adequate planning of hospitals. 

Mr. Saylor makes one statement 
that is worthy of note: “One would 
think that the architectural pro- 
fession might be supposed to know 
the Hospital Facilities Section of 
the United States Public Health 
Service as a source of technical aids 
in planning, yet this knowledge is 
not, apparently as widespread as it 
deserves to be, at least in our 
country. 

“The standards, typical details 
and the like, developed through the 
observation and varied professional 
skills, are proffered always upon re- 
quest and without any strings. 
Here they are: if they are of value 
to you, use them.” 

Mr. Saylor is of the opinion that 
the state should be the govern- 
mental unit in surveying and plan- 
ning hospital facilities, rather than 
the federal-local relationships. 
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Tn vitamin ceseaech we are continually studying nutri- 
tional factors of unknown composition, the absence of which cause 
deficiency diseases. We’re looking for more information on the vitamin 
B complex, we’re seeking more facts relating to the fat soluble vitamins 
A, D and E; we’re searching out new dietary factors of clinical impor- 
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Vitamin research by Parke-Davis has contributed much to the 
development of this field, from the days of our original standardiza- 
tion work back in 1916 down to the recent isolation of vitamin B.. 
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VETERANS ADMINISTRATION INTERPRETS 
EDUCATIONAL PROGRAM FOR HOSPITALS 


The extent to which hospitals 
approved for internships, residen- 
cies and fellowships may participate 
in the educational program of 
the Servicemens’ Readjustment Act 
(G.I. Bill) has been indicated by 
reports in the November 11 and No- 
vember 18 issues of The Journal of 
the American Medical Association. 

These reports followed an inter- 
view with officials of the Veterans 
Administration by a subcommittee 
of the Committee on Postwar Medi- 
cal Service, A.M.A. 

There it was learned that the law 
is interpreted to mean: 

Tuat physician veterans are en- 
titled to subsistence allowances of 
$50 to $75 a month plus tuition and 
fees for postgraduate education and 
training. 

Tuart these benefits may “supple- 
ment such stipends as the hospital 
otherwise provides.” 

Tuat an eligible hospital may re- 
ceive up to $500 in tuition for an 
academic year “even if the institu- 
tion does not have an established 
tuition fee.” 

In a report sent to all approved 
hospitals, the committee lists the 
following types of training request- 
ed by medical men now in service: 

Assistant residencies: First year of 
general or specialized hospital train- 
ing following the completion of an 
internship. 

Residencies: Continued hospital 
training beyond the internship and 
assistant residency levels. 

Fellowships: These may be similar 
to residencies but are usually univer- 
sity cr medical school appointments 
offering greater opportunity for the 
study of basic sciences and research. 

Full time graduate externships: As- 
signments to inpatient.or outpatent 
departments or other educational ac- 
tivities without the requirement of 
hospital residence. 

Full time refresher courses: Lec- 
tures, ward rounds, conferences, clin- 
ical demonstrations, practical train- 
ing. Courses of two to six months’ 
duration are in great demand. 

Instruction in basic medical sci- 
ences: Review courses in anatomy, 
pathology, physiology, chemistry and 
other basic medical sciences in con- 
nection with hospital residencies or 
postgraduate studies. 

As to the length of training thus 
made available, the committee was 
told that physician veterans with 
three months of service will be en- 
titled to one year, those with 12 
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ACT ON INTERNSHIP 
APPOINTMENTS 


A resolution aimed at improving 
the conditions under which intern- 
ship appointments are made was 
passed unanimously at the recent 
annual meeting of the Association 
of Medical Colleges? It reads: 

“RESOLVED that no information or 
any recommendation be supplied 
to any hospital regarding the quali- 
fications of medical students for 
intern appointments until after 
completion of the third year of 
medical school instruction.” 














months to two years, and those with 
24 months to three years. 

In an editorial November 18, the 
Journal pointed out that hospital 
residencies may have to be doubled 
temporarily if such an educational 
program is to be carried out. Many 
hospitals have appointed special 
committees to draw plans, the Jour- 
nal said, adding: 

“In evaluating available facilities 
for justifiable increases in the house 
staff, hospitals should have the fol- 
lowing possibilities in mind: (1) 
more effective and extensive use of 
existing facilities, (2) the employ- 
ment of house officers who will pro- 
vide their own living quarters out- 
side the hospital, (3) the greater 
use of outpatient teaching mate- 
rial, and (4) the inclusion of more 
library, research and basic science 
work in the educational programs.” 
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Fund Drive Seeks $500,000 
For New 120-Bed Hospital 


The Ohio Valley General Hospi- 
tal, McKees Rocks, Pa., will con- 
duct a campaign for $500,000 from 
December 28 to January 11. The 
funds will be used for the construc- 
tion of a 120-bed hospital in Ken- 
nedy Township, two miles from the 
location of the present building. 

The new hospital, the only one 
convenient to the residents and 
workers of McKees Rocks, Stowe, 
Kennedy, Crafton, Sheraden, Car- 
negie, Neville Island and Cora- 
opolis, will be built as soon as 
materials are available. 





Hospital Facilities 
Survey Under Way 
In Seven States 


Seven states— Alabama, Maine, 
Michigan, Missouri, North Caro- 
lina, North Dakota and New York 
—have appointed official study com- 
mittees to survey local hospital fa- 
cilities. In Utah, Montana and Cal- 
ifornia state hospital associations or 
governmental agencies have ap- 
pointed committees to confer with 
the governors regarding .appoint- 
ment of study committees. 

The staff of the American Hos- 
pital Association’s Commission on 
Hospital Care is working with these 
chairmen so that uniform study 
plans may be adopted. Work ma- 
terials developed for the commit- 
tees’ use are being revised following 
a meeting of the commission’s tech- 
nical advisers in Chicago Novem- 
ber 16+17. 

Attending the meeting were Dr. 
Robin C. Buerki, George Bugbee, 
Graham L. Davis, Dr. Don W. 
Gudakunst, Dr. Vane M. Hoge, Dr. 
Basil C. MacLean, Ada Belle Mc- 
Cleery, Dr. Claude W. Munger, Dr. 
William F. Ogburn, George St. J. 
Perrott, Dr. C. Rufus Rorem and 
Henry J. Southmayd. 

The work materials include: “An 
Outline of Suggested Methods of 
Organization and Survey Procedure 
for State Studies of Hospital Serv- 
ice,” “Suggested Objectives for a 
State Study Group,” “A Model Hos- 
pital Licensure Law,” and “Sched- 
ules of Information Suggested for 
Use by Individual Hopitals and 
Health Centers in Reporting Data 
to State Study Committees.” 

Provisions of the proposed hos- 
pital licensure law for Michigan 
have been discussed at conferences 
of the commission staff and repre- 
sentatives of the Public Health 
Council of Michigan. Conferences 
have also been held with representa- 
tives of the Farm Foundation and 
the Hospital Association of Arkan- 
sas to promote studies in the areas 
served by the two groups. 

Voluntary committees have been 
established to study hospital serv- 
ice in several other states. It is ex- 
pected that these committees will 
be given official status so that their 
surveys will follow the general pat- 
tern. 
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In field hospitals close to battle areas, army 
doctors are locating potentially fatal slugs and 
fragments . . . and making “blueprints” for 
surgery in sixty seconds. 

This miraculous advance in basic war surgery 
is made possible by the Westinghouse-developed 
Biplane Marker and Reorientating Device. 

The wounded soldier is swiftly visualized from 
head to toe by fluoroscopy. Then, using the Bi- 
plane Marker the roentgenologist indicates the 
depth and exact location of the fragment with 
two spots of iodine on the patient’s skin. On 
the operating table, the Reorientating Device 
enables the surgeon to exactly duplicate the 
patient’s position while being x-rayed. Thus the 
iodine spots serve as a “blueprint” to guide the 


surgeon’s scalpel with uncanny accuracy. 
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Already saving countless lives on many fight- 
ing fronts, the Westinghouse-developed Biplane 
Marker and Reorientating Device hold equally 
great promise for surgery at home—postwar. 
Westinghouse Electric & Manufacturing Co., East 


Pittsburgh, Pennsylvania, Dept. 7-N. J-02039 


Westinghouse 


PLANTS IN 25 CITIES... 
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OFFICES EVERY WHERE 











WMC Acts to Aid 
Detroit Hospitals 
In Help Shortage 


LEVERETT S. WOODWORTH, M.D. 


Secretary, Greater Detroit Hospital 
Council 


The manpower shortage con- 
fronting Detroit hospitals has been 
somewhat relieved by special ar- 
rangements drawn up at meetings 
one month ago among the execu- 
tive secretary of the Detroit Metro- 
politan Health Council, a commit- 
tee of the Greater Detroit Hospital 
Council and representatives of the 
Detroit office of the War Man- 
power Commission. 


As a result of these meetings four 
concessions were granted by the 
manpower commission. They were: 


1. Hospitals were given AA hiring 
priority. This is next to the highest; 
only four forge and foundry plants 
having the advantage of the higher 
AAA priority. 

2. Hospitals were allowed to “hire 
at the gate,” provided the applicant 
had his certificate of availability (re- 
lease) from his former employer. 
This meant that hospitals did not 
have to refer acceptable applicants 
to the United States Employment Of- 
fice before they could be put to work 
and thus take the very great chance 
that the employee might be enticed 
away from employment in the hospi- 
tal by an offer from an employer in 
industry paying a higher wage. 

3. Hospitals were allowed to hire 
male employees above the ceilings 
previously established by order of the 
War Manpower Commission for an 
indeterminate period, until a further 
review should show that male em- 
ployees were used in sufficient num- 
bers to meet the acute need, at which 
time new ceilings would be estab- 
lished. 

4. Hospitals were invited to send 
representatives to their local United 
States Employment Service offices to 
select employees as they applied for 
work. 


Hospitals were notified of these 


arrangements in a letter from the 
Health Council, which also named 
the representative in the hospital’s 
local United States Employment 
Service office who had been espe- 
cially informed concerning these 
concessions and on the hospitals’ 
difficulties in the past in obtaining 
employees. 

The superintendent of each hos- 
pital was called on the phone prior 
to the mailing of the letter by a 
member of the Hospital Council's 
committee. The arrangements with 
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GIFT_ OF $1,000 
CREATES LIBRARY 


A $1,000 check has been pre- 
sented to Paterson (N. J.) General 
Hospital for the establishment of 
a library for the hospital’s school 
of nursing. 

Known as the Wilson Memorial 
Library, it has been dedicated in 
honor of John R. Wilson, retired 
superintendent of Paterson schools. 
A life-sized portrait of Mr. Wilson 
and a plaque bearing a memorial 
inscription were also presented to 
the hospital. Edgar C. Hayhow is 
superintendent of the hospital. 














the War Manpower Commission 
were stated briefly and the super- 
intendent was asked to look out for 
the letter, and to send in to his lo- 
cal United States Employment 
Service office a list of all employees 
needed to be able to render good 
service to the hospital’s patients. 
These requests were slow in ac- 
cumulating in the USES offices so 
a follow-up card was sent to super- 
intendents and later a second card 
was sent, both from the Hospital 
Council. Further publicity was 


given to the concessions at a Hos- 
pital Council meeting and later in 
the minutes of the meeting which 


were forwarded by mail to each 
hospital superintendent. 

The volume of requests for em- 
ployees has remained small and, 
on the whole, the requests have 
been fairly well filled, according 
to the records of the War Man- 
power Commission. Those hospi- 
tals which have sent representa- 
tives to the USES offices to select 
personnel have had to stand by 
and see the desirable applicants go 
to industrial concerns offering 
higher wages, with equal or some- 
times even lower priority. They 
state that “we are scraping the bot- 
tom of the barrel”, when it comes to 
selection. 

The two concessions which have 
meant the most, and they have 
been really effective, have been the 
permission to “hire at the gate” 
and permission to hire male em- 
ployees above the ceilings previ- 
ously established. “At the gate” we 
do not have the competition of 
higher wages offered by industrial 
concerns as an immediate deter- 
rent. Our experience leads us to 
recommend that other hospital 
councils and associations, and even 
individual hospitals, work out their 
employment problems with their 
local War Manpower Commission 
representatives. 





List Members of 
Missouri Committee 


For Health Survey 


Members of the special advisory 
committee to the Missouri State 
Board of Health who will work 
with Dr. James Stewart, state health 
commissioner, and Dr. Frank R. 
Bradley, president of the Missouri 
Hospital Association, in a study of 
additional health facilities needed 
throughout the state have been 
named. Representing a diversity of 
interests affected by possible future 
health programs, they are: 


Col. John J. Griffin, chairman, St. 
Louis and St. Louis County branch of 
National Foundation for Infantile 
Paralysis; Dr. Herbert L. Mantz, Kan- 
sas City Tuberculosis Controller; Dr. 
Joseph C. Peden, St. Louis, chairman 
of the mayor’s Advisory Council for 
Hospitals; Thomas R. O’Brien, St. 
Louis, secretary of the Community 
Health League of Missouri; Dr. M. 
Pinson Neal, Columbia, chairman of 
the Committee on Post War Planning 
of the Missouri State Medical Asso- 
ciation; C. E. Lively, Columbia, mem- 
ber of the department of rural soci- 
ology, University of Missouri; Frank 
Hodgson, Hannibal, chairman of the 
State Cancer Commission. 

Chester G. Starr, Jefferson City, 
Missouri Farm Bureau Federation; 
the Rev. O. V. Jackson, Rolla, chair- 
man of the South Central Missouri 
General Hospital; Joy O. Tally, direc- 
tor of State Vocational Rehabilitation, 
Jefferson City; Walter Schilling, re- 
gional director of the CIO and John J. 
Church, executive secretary of the 
Central Trades and Labor Union, 
A.F.L. Dr. Bradley will serve as chair- 
man. 


Members of a special advisory 
council to the committee are: 

Ray F. McCarthy, St. Louis, execu- 
tive director of Group Hospital Serv- 
ice; F. F. Dodds, Kansas City, presi- 
dent of Group Hospital Service; M. R. 
Kneifi, St. Louis, secretary of the 
Catholic Hospital Association, and 
George Spearl, St. Louis, president of 
the State Architects’ Association. 

The Missouri committee’ will 
survey the existing hospital and 
health department institutions, set 
up districts around the institutions 
strong enough in diagnostic facili- 
ties and medical staff to serve as 
teaching and clinical centers, co- 
ordinate existing institutions so as 
to obtain maximum utilization of 
their facilities and plan construc- 
tion so that existing institutions, 
together with new facilities, will 
form a united hospital and health 
center system in Missouri. 

Emphasis will be placed on the 
needs of rural areas. 
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Diothoia Suppositories cost /3 less in the 
special Hospital Unit than in the standard 
package. This big economy package is made 
possible by the medical profession’s wide- 
spread acceptance of 


DIOTHOID 


Brand 


Anesthetic and Antiseptic 


Each large carton 

contains 32 packages 

of 3 suppositories 
each. 


SUPPOSITORIES 


Facts Behind the Professional Acceptance of Diothoid Suppositories 


. .. Blended anesthetic action provides not 
only immediate relief but many additional 
hours of complete comfort. . . . Special 


hydrophilic base is entirely miscible with 


mucous and serous material, assuring full 
therapeutic value and freedom from leak- 
ing. .. . Healing is stimulated through the 


cell-regenerating action of urea. 


Hospital Package available direct only from 
THE WM. S. MERRELL COMPANY 


CINCINNATI, U.S. A. 
a THE WM. S. MERRELL COMPANY, Cincinnati 15, Ohio 


wl MERRELL i Gentlemen: Please send... . Hospital Packages (32 containers 


of 3 Diothoid Suppositories each) at $4.00 a package. 
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Trademark ‘‘Diothoid’’ Reg. U. S. Pat. Off. Please print or write plainly 
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Facts Disprove 
‘Exclusion’ Tale 


In EMIC Case 


It was a startling story that ap- 
peared in most newspapers Octo- 
ber 27: A St. Louis physician was 
unable to get the wife of a service- 
man into a St. Louis hospital for 
care under the emergency mater- 
nity and infant care program. 
Twins were born in a room adjoin- 
ing the physician’s office, and im- 
mediately thereafter each occupied 
a dresser drawer. 

Typical of the news account is 
this quotation from a United Press 
dispatch: 

“Dr ———— asserted that the hos- 
pitals either pleaded no room or 
told him, over a five month period 
of supplication, they could not ac- 
commodate the expectant mother 
for the $50 fee allowed by the gov- 
ernment unless a staff physician 
conducted the delivery.” 

The facts in this case were assem- 
bled in the office of the Hospital 
Council of St. Louis and sent to 
newpapers, press associations and 
others over the signatures of indi- 
viduals representing the St. Louis 
Medical Society, the Missouri Hos- 
pital Association, the Hospital 
Council of St. Louis, the City 
Health Department, the St. Louis 
Gynecological Society, and Group 
Hospital Service. 

It was pointed out that the St. 
Louis hospitals comply in every 
way with EMIC requirements which 
make it possible for any patient 
certified by the Children’s Bureau 
to receive hospital care, and that 
St. Louis has “open staff” hospitals 
where any doctor who meets Amer- 
ican College of Surgeon require- 
ments is privileged to practice. It 
was also reported that the patient 
in this case could have been ad- 
mitted to City Hospital which had 
75 beds available. 





Montana Committee Named 
To Study Postwar Needs 


In planning a postwar expansion 
of health facilities, the Montana 
Hospital Association will co-operate 
fully with the Commission on Hos- 
pital Care, and a committee has 
been appointed to work both with 
the governor of Montana and the 
American Hospital Association. 
This action was taken at the state 
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THE BOARD OF TRUSTEES of the American Hospital Association is shown 
at one of its meetings during the Third War Conference in Cleveland. Stand- 
ing (left to right) are: George Bugbee, executive secretary; Dr. Charles F. 
Wilinsky, George U. Wood, Dr. Harley A. Haynes, Dr. Lewis E. Jarrett, John 
H. Hayes, Rt. Rev. Maurice F. Griffin, Stuart K. Hummel and Joseph G. Norby. 
Seated (left to right) are: Jessie J. Turnbull, Frank J. Walter, past president; 
Dr. Donald C. Smelzer, president; James A. Hamilton and Mrs, Josie M. Roberts. 





organization’s meeting October 19- 
20. 

The committee membership is: 
Milo F. Dean, Deaconess Hospi- 
tal, Great Falls; Anna Pearl Sher- 
rick, Montana State College, Boze- 
man; Sister Cosrnelia, St. John’s 
Hospital, Helena; Dr. Edythe Her- 
shey, the State Board of Health; 
Rev. Frank L. Harrington, St. 
James Hospital, Butte. 

Officers elected to serve until the 
next annual meeting, probably in 
the fall of 1945, are: 


PRESIDENT: Edwin Grafton, Shodair 
Hospital, Helena. Z 

VICE-PRESIDENT: Lucinda Hugos, 
Thornton Hospital, Missoula. 

TREASURER: Sister Bertha, St. John’s 
Hospital, Helena. 

SECRETARY: John W. Schofield, 614 
Power Block, Helena. 

Directors: Sister Cornelia, Milo F. 
Dean, Gertrude Buckles, Billings Dea- 
coness Hospital, Billings; Sister Vis- 
itation, Kalispell General Hospital, 
Kalispell. 





+ 


Colonel MacDonald in Charge 
Of Refugee Camp Hospital 


The organization and initial op- 
eration of a 600 bed hospital de- 
signed to serve an expected camp 
of 10,000 or more refugees is the 
present assignment of Lt. Col. Neil 
F. MacDonald, U. S. Public Health 
Service (reserve). Stationed at a 
Yugoslav refugee camp operated by 
the British North Africa Forces, he 
wrote recently to Kenneth William- 
son, secretary of the American 
Hospital Association’s Council on 
Association Development. 

“With the help of the British, 
Italian former prisoners of war and 
some Yugoslavs,” he said, “a par- 





tially dismantled field hospital has 
been reconstructed and is now 
ready to be turned over to the 
UNRRA for operation. Actual 
operation will be under U. S. Pub- 
lic Health Service officers detailed 
here for that purpose. 

“As soon as the hospital is ready 
to function, I expect to move on 
east from here and up into the 
Balkans to organize and perhaps to 
design and construct necessary 
medical care facilities for the ci- 
vilian population of liberated 
areas,” the officer explained. 

Colonel MacDonald was __for- 
merly senior hospital consultant 
for the states relations division of 
the Public Health Service. 





Committee Studies Space 
Problem at Headquarters 


The Board of Trustees Commit- 
tee on Housing of Headquarters, 
meeting in Chicago November 11, 
was told by Executive Secretary 
George Bugbee that the space oc- 
cupied by approximately 25 em- 
ployees two years ago is now ac- 
commodating 65. 

Although there have been small 
increases in the staffs of other or- 
ganizations housed in the head- 
quarters building, it was explained, 
most of the increase is a result of 
the Association’s expanded pro- 
gram. 

The committee consists of Joseph 
G. Norby, chairman; Howard E. 
Bishop and Dr. Harley A. Haynes. 
It will continue its study and make 
definite recommendations to the 
Board of Trustees in February. 
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This lavish window treatment is in St. Raphael’s Hospital in New Haven, 


Connecticut, and features Goodall’s Copley pattern... 
interior designer was Mr. Nathan Siebold Downs. 
For low maintenance no better choice than Goodall’s mohair fabrics could 
be made.. . they shed dust and dirt and resist wrinkles remarkably. 


For superb quality Goodall’s woven 





with mohair fabrics are known to [ast longer and 


retain their original life and lustre as well g 
as their crispness and adaptability longer than 
many other fabrics on the market today. 


For lasting beauty there need be no 
explanation in words—for the fabrics D E C 0 R A T | V E 


speak admirably for themselves. 


(Some of our cloths contain rayon blended with cotton cnd mohair) 


61 EAST 53rd STREET, NEW YORK CITY 22 « 6-154 MDSE. MART, CHICAGO 54 ADhdeign 8 Orato Porter ine 





818 SO. FIGUEROA ST., LOS ANGELES 14 » HOME OFFICE & MILLS, SANFORD, ME. 
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REGIONAL WLB RULES NONPROFIT 
AGENCY NEED NOT RECOGNIZE UNION 


A directive that may have sig- 
nificance for hospitals, because it 
involved unionized employees and 
four “nonprofit charitable institu- 
tions” was issued November 2 by 
the Sixth Regional War Labor 
Board, Chicago. 

Representing some 200 cm- 
ployees was the United Office and 
Professional Workers, Local 39 
(C. I. O.): Employers were the fol- 
lowing Chicago agencies: Jewish 
Social Service Bureau, Jewish Chil- 
dren’s Bureau, Jewish Vocational 
Bureau and Employment Center, 
and Jewish People’s Institute. 

The union had asked for formal 
recognition as the bargaining 
agency of all employees, and for a 
written contract with maintenance 
of membership or checkoff of union 
dues. 

Whereas labor members of the 
board held that the board should 
take jurisdiction in all questions in- 
volved, industry members opposed 
the taking of any jurisdiction. The 
result was a split decision: 

1, The board declined to accept 
jurisdiction on the question of 
union recognition, and thus did 
not order a written contract with 
maintenance of membership or 
dues checkoff. 

2. The board did accept juris- 
diction on other “terms and condi- 
tions of employment,” establishing 
a grievance procedure that leads to 
“final and binding arbitration” as 
the last step. 

Circumstances and precedents 
that led to this decision are note- 
worthy, especially as these relate to 
the union’s failure to win two of its 
basic points. 

For three years, the union had 
been trying to win recognition as 
exclusive bargaining agent. During 
that time it had had many dealings 
with the employer agencies with 
respect to wages and working con- 
ditions. 

In presenting its case for formal 
recognition, the union sought to 
show that, through such informal 
relationships, the employers had in 
effect recognized the union as bar- 
gaining agent for all employees. 
On finding that employers, despite 
these conferences, always had acted 
unilaterally in altering wages or 
working conditions, the board ruled 
that no binding precedent of recog- 
nition had been set. 

The board likewise was obliged 
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MORE MAINE TRUSTEES 
NOW PERSONAL MEMBERS 


New personal members of the 
American Hospital Association. re- 
ported in November included 14 
trustees of the Henrietta D. Goodall 
Hospital, Sanford, Maine. 

A check of the records shows 
that this brings to 59 the total of 
trustee personal members in 
Maine, that 47 per cent of Maine’s 
institutional members are rep- 
resented in this list, and that some 
have 100 per cent of their trustees 
thus enrolled. 

Dr. Frederick T. Hill, president 
of the Maine Hospital Association, 
was the author of an article in 
the October issue of HosPITALsS on 
the subject of trustee membership. 
It was his contention that hospitals 
reap great benefits from trustees 
who are well informed and that 
Association membership will bring 
this about. 

In this movement to enroll hos- 
pital trustees, Maine leads all 
other states. 











to deny the union’s argument that 
it, the board, is authorized to com- 
pel union recognition, order an 
election and otherwise carry out 
procedures set up by the National 
Labor Relations Board. 

In previous cases and in a formal 
resolution, the regional board 
pointed out, the national board 
had excluded such _ jurisdiction 
when (a) no interstate commerce is 
involved, and (b) no state labor 
relations act exists. 





California Hospitals Warned 
Air Raid Danger Is Not Past 


Although the possibility of an en- 
emy air attack is remote, hospitals 
in California should continue to 
observe all laws and regulations 
concerning blackouts. 

According to Maj. Gen. C. H. 
Bonesteel, headquarters of the 
Western Defense Command, the 
military situation still requires com- 
munities to be able to black out im- 
mediately upon receipt of a red air 
raid warning, the California Hos- 
pital Bulletin reported recently. 

Administrators are advised to 
check blackout regulations to make 
‘certain their hospitals are in a po- 
sition to conform to the laws and 
regulations. 





University Hospital 
Executives Council 


In Get-Together 


Each year, in connection with the 
convention of the American Hospi- 
tal association, members and _ for- 
mer members of the University Hos- 
pital Executives Council gather for 
a dinner and conference. 

The council is made up of ad- 
ministrators of teaching hospitals 
affliated with the medical schools 
of the University of Chicago, West- 
ern Reserve University, University 
of Iowa, Indiana University, Uni- 
versity of Michigan, University of 
Minnesota, University of Rochester 
and University of Wisconsin. 

Current members who attended 
the meeting in Cleveland are: 

UNIVERSITY OF MICHIGAN: Dr. H. A. 
Haynes, Miss Rhoda Reddig, Miss 
Batchelder, Miss Beardslee, Don C. 
Francke, Robert Greve, A. B. Cook. 

UNIVERSITY OF Iowa: Robert E. 
Neff; Miss Corder, Verne Pangborn. 

UNIVERSITY OF CHIcAGo: Dr. G. O. 
Whitecotton, J. M. Anderson. 

WESTERN RESERVE UNIVERSITY: Dr. 
R. H. Bishop, Walter H. Ritchie, C. H. 
Pimlott. 

UNIVERSITY OF INDIANA: J. B. H. 
Martin, Mr. Fry. 

UNIVERSITY OF ROCHESTER: Dr. Basil 
C. MacLean, Dr. Albert Snoke, Mr. 
Bradley. 

UNIVERSITY OF WISCONSIN: Dr. H. 
M. Coon, L. G. Schmelzer. 

: UNIVERSITY OF MINNESOTA: Ray 
Amberg, Miss Gertrude Gilman. 

Former members in attendance: 

Dr. A. J. J. Rourke (Michigan), 
San Francisco; Kingsley A. Eckert 
(Iowa), Kingston, Pa.; E. C. Pohlman 
(Iowa), Columbus, O.; F. Hazen Dick 
(Michigan), Chicago; A. B. Solon 
(Wisconsin), Mt. Vernon, N. Y.; W. L. 
Wilson Jr. (Rochester), Danville, Pa.; 
Miss Nellie Gorgas, (Chicago), Min-. 
neapolis; Dr. Roger W. De Busk 
(Wisconsin), Evanston, Ill.; John R. 
Mannix (Western Reserve), Chicago. 

A special guest was Dr. Peter D. 
Ward, president-elect of the Amer- 
ican Hospital Association and su- 
perintendent of Charles T. Miller 
Hospital, St. Paul. 





++ 


Lucius W. Johnson Is Raised 
To Ranking of Rear Admiral 


Capt. Lucius W. Johnson, (MC) 
USN, medical officer of the Four- 
teenth Naval District, has been pro- 
moted to the rank of rear admiral. 
For the last year, Rear Admiral 
Johnson, who entered the service in 
1908, has been in charge of medi- 
cal activities at his present station, 
Pearl Harbor, T. H. 
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“APPROVED” 


wick-bottle 
of airkem 


in action 


|, = GREAT SECRET—HOW it makes 
the air odor-free, fresh and healthful—is dis- 
covered! Expert scientific study found that Nature 
ingeniously provided plant-life with wholly effec- 
tive neutralizing, aromatic substances with which 
she combats all noxious odors. 

Through the genius of the inventor, these substances—and 
notably, activated CHLOROPHYLL, wonderful active 
element and the green-matter in plant-life—are embodied 
in this new and unique, volatile liquid airkem, specifically 
to combat noxious odors and create fresh-air effect indoors, 
much as Nature does it outdoors! 

Many efforts to correct these undesirable conditions failed 
to produce satisfactory results. Not until the NATURAL 
PRINCIPLES of odor-neutralizing and air-freshening were 
discovered could the effect of fresh air indoors be produced. 
It is proved that airkem applies these principles success- 
fully, simply—nothing to mix, light, burn or waste. 

With realization of other failures, airkem was subjected 
to rigorous laboratory and other tests, followed by more 
than 2 years of use in New York Metropolitan hospitals. 
The professional and practical worth of airkem IS 
PROVED! APPROVED 


THIS PROMINENT HOSPITAL* STATES: 


“We are so often complimented upon the absence in every part 
of our hospital of disagreeable and depressing odors, upon the 
feeling of freshness of air throughout the building, that we wish 
in turn to compliment you. We attribute these results to our 
extensive use of airkem.** 


“We installed airkem in our surgical ward two years ago. This 
was so effective that we extended our use to operating rooms, all 
wards, nursery supply storage rooms, lavatories. 


“We are proud of the spotless cleanliness maintained throughout 
the hospital, even in these trying times, but cleanliness is not 
enough. Cleanliness and airkem work wonders. 


“T here always is a very definite feeling of fresh, clean outdoor air 
having been brought into the halls after they have been mopped 
with a mixture of 4 tablespoonsful of airkem in a pail of water. 


“The accomplishments of your product have been so outstanding 
in our hospital that we are ready to recommend its use in other 
hospitals.” 


Distributed by 
A. S. ALOE & CO., ST. LOUIS 


* Name on request. 
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CHLOROPHYLL AIR FRESHENER 


wick- bottle 
of airkem 
closed 


airkem DOES TWO JOBS PERFECTLY! 
Combats objectionable odors 
Freshens the air 


With this scientific proved method of odor control, there is no 
solution to make—no fresh solutions to be made up continually 
—no labor is needed, no time is lost. 


airkem PLEASES THE PATIENTS! 


Combatting objectionable odors attendant upon many types of 
disease or injury, and leaving the air fresh, this scientific, easy, 
sure method is indeed appreciated by the patient. 


cairkem PLEASES THE VISITORS! 


By using the unique wick-bottles of arkem prior to and during 
visiting hours, the visitors stay will be made pleasant, without 
the discomfiture of embarrassing and distressing odors. 


cairkem IS POPULAR WITH THE NURSE! 


There is no time or labor needed in using arkem. The busy 
nurse merely unscrews the cap, pulls up the wick and arxem 
scientifically does the rest. The hospital personnel no longer 
needs to work under the unpleasant handicap of any distressing 
odor. 


airkem IS ECONOMICAL TO USE! 


Does not evaporate quickly, can be used as necessary to over- 
come odors and freshen the air. airxem may increase the avail- 
ability of beds otherwise necessarily kept vacant because of 
adjacent drainage, purulent, or other distressing cases. 


airkem CAN BE USED IN MANY PLACES! 


In the Wards, Rooms, Kitchens, Pantries, Operating and Emer- 
gency Rooms, Lavatories, Mortuary, Animal Room, Elevator 
Shafts. 


airkem is the only product of its kind for professional and insti- 


tutional use, which contains activated CHLOROPHYLL. 


**The full name of the product is awrxem Chlorophyll Air Fresh- 
ener, the word arxem being a registered trademark for Chloro- 
phyll Air Freshener. 


AMERICAN HOSPITAL SUPPLY CORP., CHICAGO 


HOSPITAL EQUIPMENT CORPORATION, NEW YORK 


MEINECKE & CO., INC., NEW YORK 


WILL ROSS, INC., MILWAUKEE 


Produced by airxem Inc., New York 17, N. Y. 
General Distributors W. H. WHEELER, Inc., New York 17, N. Y. 





PUBLIC RELATIONS 





(Pickwick, tr. View 


This professional 8 page pamphlet is as individ- 


ual and custom-built as need be to help you solve 
your Visitor-problem completely. Visitors need 
information, education and suggestion, for the 
protection and welfare of your patients. 

The pamphlet is produced with your own visit- 
ing hours and other essential information. One 
thousand copies cost but $28 complete; addi- 
tional thousands run at the same time $21.00. 
Specimen copies will be supplied promptly upon 
request by you, without obligation. 

You will be interested, too, in Pickwick’s 
famous book, “SO YOU ARE TO BE OUR 
PATIENT”, and the exquisite Breakfast Tray 
Cards superbly reproduced in full color by 
Pickwick Process, from the exclusive and re- 
. stricted paintings by the noted Chinese artist, 


Chang Shu-Chi. 


ork, 17 


HERE are the cover and one typical page from the highly 
effective 8 page “Visitor’s” pamphlet created by Pickwick, 
Ltd. and used with extraordinary success by leading hospitals 
from coast to coast. 

This unique pamphlet, profusely illustrated by famous 
American artist and reproduced in color, will help you solve 
your Visitor-problem completely, will build better public 
relations, and will pay for itself in the saving of time, nerves, 
energy and vitality of your personnel. 

And it does help to get your patients better quicker! 


Public relations now loom large in hospital administration. 
PICKWICK, Ltd. is a unique, experienced organization 
rendering extraordinary and invaluable service to the finest 
hospitals, large and small, from coast to coast. 

We shall be glad to advise you of the practical things we 


can do for you and your hospital, without obligation. 


CP icliavtecle, itr. 


18 East 48 Street, New York 17, N. Y. 




















CLEVELAND HOSPITALS PROVE ABILITY 
TO MEET EMERGENCY AFTER GAS BLAST 


HARRY L. ROCKWOOD, M.D. 


Director, Mount Sinai Hospital 
Cleveland 


Holocaust is the dictionary word 
for the tragic disaster which befell 
a congested city district in Cleve- 
land on the afternoon of Friday, 
October 20, when leakage in several 
large storage tanks containing lique- 
fied natural gas resulted in explo- 
sions. In the conflagration that fol- 
lowed, flames swirled about in 
buildings and on the streets, trap- 
ping hundreds in their homes or at 
their work. 

The coroner’s office reported a 
loss of 130 human lives most by 
cremation, but 10 per cent of these 
fatalities occurred later in hospitals 
following extensive burns. 


Care for 225 

By mid-afternoon escaping vic- 
tims suffering from burns began to 
arrive at the nearest hospital emer- 
gency rooms. Glenville, Lutheran, 
St. Vincent’s Charity, Huron Road, 
University, Polyclinic and Mount 
Sinai Hospitals began to receive 
cases at 3 P.M. and within an hour 
were caring for 225, persons—all suf- 
fering from burns, some with lacera- 
tions or broken legs from falling as 
they wildly ran to escape death by 
fire. Many of those who were ex- 
tensively burned were in shock. 

Of the estimated 225 receiving 
hospital care as emergencies, ap- 
proximately 60 were serious enough 
to require inpatient care, with a 
subsequent fatality rate of about 
20 per cent. 

At Mount Sinai Hospital—located 
about two miles east of the scene of 
the disaster—the first victim arrived 
about 3 o’clock. An alert admitting 
officer at once recognized an im- 
pending demand for unusual emer- 
gency service and notified through 
the telephone board the members 
of the casualty station personnel 
then on the premises. 


Many Extensive Burns 


The burns suffered by the early 
arrivals were on exposed surfaces 
and were first or second degree 
burns; subsequent arrivals were 
more extensively burned. The two 
fatalities among the latter suffered 
burns of 75 per cent or more of the 
body surface with third degree 
burns predominating. 

We received 57 cases, 14 of which 
were found to require inpatient 
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Serves Librarians 





Mrs. Adaline C. Hayden, R.R.L., 
active in the American Association 
of Medical Record. Librarians since 
1929, has been named as the organ- 
ization’s first éxecutive secretary. 
Her office is located at the American 


Hospital Association’s headquar- 
ters, 18 East Division Street, Chi- 
cago. 

A graduate of Sanderson’s Com- 
mercial College, Indianapolis, Mrs. 
Hayden has taken courses in medi- 
cal science at Indiana University 
Medical School, Indianapolis. She 
served as medical record librarian 
at the Indiana University Medical 
Center from 1924-34 and at. the 
University of Chicago Clinics from 
1935-43. 

Mrs. Hayden is a past president 
of the national association and the 
Chicago, Cook County Vicinity 
Association. She has also been on 
the faculty of two institutes for 
medical record librarians. 





care. All were suffering from burns 
and many were in need of narcotics 
or sedatives. Supplies from Civilian 
Defense stocks were immediately 
available including both dry and 
frozen blood plasma, narcotics, 
tannic acid ointment, sterile vase- 
line strips, adhesive plaster and 
bandages. 

As the limited space in the emer- 
gency suite filled up, patients were 
transported by stretcher carts to the 
cubicles in the clinic sections of 
our outpatient building. Blood plas- 








ma by the intravenous route was 
started immediately on patients to 
be admitted as inpatients and the 
plasma was continuously adminis- 
tered as these patients were trans- 
ported in their beds to the nursing 
units. 

Our surgical operating schedule 
for the day had been completed, 
and our outpatient cubicles had 
been vacated. Most of our limited 
house staff of doctors and nurses 
was available and immediately took 
charge of patients with the added 
assistance of several members of the 
attending staff then in the hospital. 
Later, ranking members of the sur- 
gical attending staff assumed full 
charge and visited all cases hospi- 
talized. 

Extra Beds Not Used 


As the holocaust proceeded, it 
was announced that many more 
severely burned victims would need 
hospital care, but since none were 
rescued after we received this call, 
we did not use the 25 extra beds we 
had set up awaiting their arrival. 

By the time those admitted for 
inpatient care were received on the 
nursing units, Red Cross aides and 
volunteers among nurses not on 
duty were beginning to arrive to 
assist our limited nursing staff. 

Such disasters emphasize the con- 
stant need for preparedness. Our 
civilian defense training of person- 
nel proved of great value. Adminis- 
trative personnel was early assigned 
the task of preparing lists of all pa- 
tients received, whether for ambula- 
tory or inpatient care, and within 
an hour the telephone board and 
the press were provided with a type- 
written list for reference in answer- 
ing inquiries of anxious relatives. 
At the same time, our chief social 
worker established herself at a desk 
in the lobby of the hospital to han- 
dle the many inquiries. 


Plasma First Need 


Paramount among supplies nowa- 
days needed for holocausts or any 
disaster producing victims of burns 
is an abundant supply of blood 
plasma in storage on the premises. 
While frozen plasma is sufficient for 
after care, the time lost in thawing 
this form of blood plasma indicates 
the need for the more quickly solu- 
ble dry plasma in sufficient quantity. 
We were fortunate in having no 
shortage of plasma for the compara- 
tively small number of patients re- 
quiring this treatment. The num- 
ber might have been much larger, 
and hereafter our blood bank capi- 
tal will be increased. 
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New Mexico and 
Nevada Organizing 


State Associations 


Recognizing the value of state 
hospital associations, hospital ad- 
ministrators of Nevada and New 
Mexico held organization meetings 
recently with Kenneth Williamson, 
secretary of the American Hospital 
Association’s Council on Associa- 
tion Development. 

Nevada administrators met in 
Reno at the request of Henry Wal- 
lace, superintendent of Washoe 
County Hospital. The state’s hos- 
pitals were well represented. A 
committee was authorized to draw 
up the by-laws, prepare a ballot for 
the election of officers by a mail 
vote and complete other details of 
organization. Copies of the pro- 
posed by-laws, ballots and a sug- 
‘gested dues schedule will be sent 
to all Nevada hospitals for 
approval. 

Frank Gabriel, superintendent of 
Southwestern Presbyterian Sana- 
torium, invited New Mexico hos- 
pital administrators to Albu- 
querque for the initial meeting. 
Archbishop Edwin V. Byrne of 
Santa Fe is interested in the pro- 
posed association and was repre- 
sented at the meeting by Father 
Jose Garcia of Albuquerque. 

A special committee drew up 
tentative by-laws, officers and trus- 
tees were nominated for election 
by mail and a dues schedule and 
initiation fee were suggested. 

With the formation of associa- 
tions in Nevada and New Mexico 
and the completion of organization 
details by Delaware, 47 state hospi- 
tal associations will be active in 
this country, according to William- 
son. 





a 
++ 


Maryland-District of Columbia 
Association in Annual Session 


Several hundred hospital admin- 
istrators met in Baltimore Novem- 
ber 2 and g for the fourth annual 
meeting of what is one of the new- 
est sectional hospital associations— 
the Maryland-District of Columbia 
group. The program particularly 
covered hospitals’ relationships 
with other health agencies in the 
state and the problems of more 
adequate distribution of hospital 
care. 

The opening luncheon was ad- 
dressed by Dr. Abel Wolman, chair- 
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THE BOARD OF REGENTS of the American College of Hospital Adminis- 
trators met for luncheon during their eleventh annual meeting held in conjunc- 
tion with the American Hospital Association’s convention in Cleveland. Seated 
(left to right) are: Edgar Hayhow, Arden E. Hardgrove, Dr. Frank R. Bradley, 
Ralph M. Hueston, Earl M. Collier, Dr. Andrew F. Anderson and Claude W. 
Munger. Standing (left to right) are: Dr. Benjamin W. Black, Howard E. 
Bishop, Ray M. Amberg, Mildred Riese, Dean Conley, executive secretary; Fred 
M. Walker, F. Oliver Bates, Scott Whitcher and Dr. Robert H. Bishop Jr. 





man of the Maryland State Plan- 
ning Commission. 

Other speakers were Dr. Edward 
S. Rogers from the New York State 
Department of Health, Dr. E. M. 
Bluestone of New York City, James 
A. Hamilton of New Haven, Dr. 
Donald C. Smelzer of Philadelphia, 
and George Bugbee, respectively 
president and executive secretary 





of the American Hospital Associa- 
tion. Officers this year are: 


PRESIDENT, P. J. McMillin; Presr- 
DENT-ELEcT, Dr. Merrell L. Stout; 
First VicE PRESIDENT, Dr. Edwin L. 
Crosby; SECOND VICE PRESIDENT, Sister 
M. Celeste; THIRD VICE PRESIDENT, Miss 
Mattie Gibson; SEcRETARY, J. G. Ca- 
possela; TREASURER, William A. Daw- 
son; TrusTEES for three-year term: 
Harvey H. Weiss and J. H. Nies. 





Report Results of Chest 


Of the 270 persons examined 
on the Cuyahoga County Tuber- 
culosis Clinic’s mobile x-ray unit 
during the American Hospital 
Association’s convention in 
Cleveland October 2-6, seven— 
or 2.6 per cent—were found to 
have reinfection type tubercu- 
losis. 

The tests were made originally 
to show the practicability of 
using small x-ray film, but the 
results have given additional evi- 
dence of the value of routine 
chest x-rays of the well popula- 
tion. 

In his report of the x-rays, Dr. 
J. B. Stocklen, Cleveland, con- 
troller of tuberculosis for Cuya- 
hoga County, points out that a 
somewhat lower rate—1.4_ per 
cent—was found among the 
70,000 war workers examined in 
the county’s war plants to date. 

Of the persons examined at 
the convention, 77 were male 





X-Ray Tests at Cleveland 


for males and 5.2 per cent for 


and 193 female. Of the cases dis- 
covered, two were in males and 
five in females. Thus, the preva- 
lence rate for both males and 
females was 2.6 per cent. 


Six cases were in the minimal 
stage and one was moderately 
advanced, reported Dr. Stocklen. 
The male cases were both mini- 
mal. Two cases of suspected 
minimal tuberculosis were also 
reported. 


Nineteen, or 7 per cent of the 
persons examined, were found to 
have healed primary tubercu- 
losis. Of these, nine were males 
and 10 females—a rate of 11.7 


females. 


The x-rays revealed pathology 
other than tuberculosis in eight 
persons: one enlarged heart and 
aorta, one enlarged heart, one 
calcified, thickened pleura and 
five reserved diagnosis. 
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(fnesthesia Squipment 


WHICH ENHANCES THE SKILL 
OF THE ANESTHETIST 


Skill and training in anesthesia adminis- 
tration cannot be minimized. But the most 
skillful anesthetist is dependent upon the 
precision functioning of the anesthesia 
equipment that is employed. 


THE HEIDBRINK KINET-O-METER 


is especially designed to meet the require- 
ments of all anesthetists in the use of the 
various anesthetic gases now employed. 


With the Kinet-o-Meter, each gas is con- 
trolled and delivered independently by a 
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THE OHIO CHEMICAL & MFG. CO. 


GENERAL SALES OFFICE: 745 HANNA BUILDING 
CLEVELAND 15, OHIO 
Sales Offices in Principal Cities 
In Canada: Oxygen Company of Canada, Limited, Montreal and Toronto 
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separate unit. Any gas may be administered 
separately or in combination with any or all 
of the other gases. 


All gas flow to the patient is controlled 
entirely by flowmeters, conveniently located 
for manipulation or observation. The head 
of the machine may be raised or lowered 
within a range of 20 inches. This adjustment 
is a great advantage when the operating 
table is used at extreme ingen th rom the 
horizontal. 


To preclude any error in proper hook-up, 
regulators, flowmeters and tubing for each 
gas are asssociated by label and color, in 
conformance with the standard colors adopt- 
ed for medical gases. Automatic shut-offs 
permit the replacement of empty cylinders 
without interrupting anesthesia. The various 
gases cannot mix in the same tank. Every 
feature of the Kinet-o-Meter is designed to 
enhance the skill of the anesthetist. 


Write for the Kinet-o-Meter brochure that 
describes in detail all models—in 4-gas, 
3-gas, and 2-gas equipment. 


THE OHIO CHEMICAL & MFG. CO. 
Cleveland 15, Ohio 


Please send a copy of the Kinet-o-Meter brochure to: 


Name io TER oe See abe OS 
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SIGNIFICANT CHANGES IN POSTWAR 
NURSING EDUCATION ARE DISCUSSED 


MILDRED RIESE 
Nurse Recruitment Officer 
American Hospital Association 


Extensive changes in the pattern 
of nursing education may come 
with the return of peace. Whether, 
when and how these will be brought 
about is uncertain, but the possi- 
bilities are being discussed by nurs- 
ing organizations. 

The basis of such discussion is 
that postwar conditions will call 
(1) for a greater number of highly 
trained administrative, teaching 
and supervisory type nurses, and 
(2) a still greater number of voca- 
tional assistants who may be more 
quickly and more easily trained. 

It is thought by some that today’s 
network of schools may not be ca- 
pable of producing these two dis- 
tinct types of nursing personnel. It 
is suggested that schools which turn 
out graduate nurses be limited to 
the few hundred attached to uni- 
versities. It is anticipated that the 
greater number of hospitals will 
provide field training for the uni- 
versity students, and that hospitals 
will train the practical nurses. 

Such suggestions have been given 
to a special planning committee of 
the National Nursing Council for 
War Service, following the coun- 
cil’s meeting in New York City No- 
vember 3 and 4. They have grown 
out of wartime experiences in nurse 
recruitment and out of current 
planning for a larger and some- 
what different hospital system a few 
years hence. 

In all discussion of postwar hos- 
pital care, it is taken for granted 
that facilities will be extended into 
areas not now adequately served. 
Pending a report of the Commis- 
sion on Hospital Care, two other 
developments are widely antici- 
pated. 

One supposition is that new 
health facilities will be grouped 
around a base hospital—a carefully 
planned system of district hospitals 
and health centers. 

Another supposition is that build- 
ing costs will be subsidized in part, 
that this will bring specific stand- 
ards of care, and that one of sev- 
eral results will be more careful 
planning of nursing education to 
fit the more exacting requirements. 

Surgeon General Thomas Parran 
of the U. S. Public Health Service 
holds that the country will need 
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NURSING NEEDS 
AND RESOURCES 


The National Nursing Council 
for War Service has received the- 
following figures on nursing needs 
and resources, as of July 1946, 
from its Committee to Estimate 
Nursing Needs in Wartime: 
Nurses needed by June 


30, 1946 415,684 





Graduate Nurses available..304,344 


Shortage to be made up 
by students and practical 
nurses 

NURSES AVAILABLE 
In military service Jan. 





Civilian, active June 30, 


Students graduated by 
June 1946 


ESTIMATED NEEDS 
Military 
Non-military federal 


Non-federal 338,696 


415,684 














100,000 new hospital beds (in addi- 
tion to 66,000 replacements) if a 
nationwide minimum standard of 
care is to be established. It is now 
estimated that after today’s short- 
age of nursing personnel has been 
overcome, about 25,000 graduate 
nurses and another 25,000 voca- 
tional nurses will be needed. 

Before the war, in 1941, schools 
turned out 24,000 graduate nurses. 
This year, the number will be 
28,978 and next year it may exceed 
30,000. 

While the graduating class this 
year surpasses the estimated need 
of 25,000, it is pointed out that 
such an outpouring has resulted 
from intensive wartime recruitment 
activities that have employed not 
only a patriotic appeal but also 
several million dollars in federal 
funds. 

But should the 25,000 graduates 
materialize from a continuation of 
our present system of nursing edu- 
cation, there would still be a need 
of 25,000 other persons in the nurs- 
ing service. The organized training 
of practical nurses is suggested as 
an answer. 

The alternative would be a con- 





tinuing force of volunteers of the 
quality of Red Cross volunteer 
nurse’s aides. 

In discussing future distribution 
of nursing personnel, nursing or- 
ganization leaders point out that 
vocational workers must be de- 
pended on to care for chronic pa- 
tients in the hospital and in the 
home, for well children and for 
convalescents; and that they must 
alway work under supervision. 

A wide field for the professional 
nurse with a college degree is fore- 
seen. The young graduate will be 
better prepared to accept a position 
as head nurse in a district hospital 
or on the first level of a public 
health nursing staff. With addi- 
tional experience, she should be 
qualified to administer a smaller 
unit or health center. Her educa- 
tion will also have provided an op- 
portunity for some specialization. 

It is expected that new oppor- 
tunities and better educational fa- 
cilities will lead to more postgrad- 
uate study. There will be greater 
demand for teachers, both in the 
professional and vocational schools, 
for specialized nursing, and for con- 
sultant service. 

The proposed changes are in a 
state of early discussion. They rep- 
resent an effort on the part of nurs- 
ing leaders to be prepared when 
the era of peace arrives. Any 
changes will naturally be made 
only in collaboration with hospi- 
tals. Administrators are therefore 
urged to familiarize themselves with 
the broad problems of nursing edu- 
cation. By doing so they will be in 
a better position to participate in 
definite planning programs when 
the time arrives. 





Montana Osteopath Bill 
Defeated by New League | 


The voters of Montana decided 
on November 7 that osteopaths 
should not be granted, by law, the 
privileges extended to physicians 
and surgeons. They voted down in 
a decisive way Initiative No. 48. 

To oppose this measure, the Pub- 
lic Health League of Montana was 
organized with the support of med- 
ical, hospital and nurses’ associa- 
tions, and such allied groups as 
pharmacists and optometrists. 

Plans are now being made, ac- 
cording to Milo F. Dean, adminis- 
trator of Montana Deaconess Hos- 
pital, Great Falls, to maintain the 
league organization. 


HOSPITALS 
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ese ‘CONQUEROR’ units 
in STAINLESS STEEL! 


®@ Hospitals and institutions can now once more 
buy this time-tested equipment in shining and 
attractive stainless steel. Strength, durability, clean- 
liness and safety characterize these as well as 
many other “Conqueror” units* now available. 


*Obtainable also either in part stainless and part enamel or all enamel. 


Right 


ANESTHETIST’S TABLE 


(No. 8020) 


Modern, streamlined design. Re- 
movable tray, convenient supply 
drawer and hooks for masks. Frame 
of welded tubing. Ball-bearing, 
swivel rubber casters. Overall di- 
mensions — approx. 20” x 30” x 
33¥%2" high. 


Below 


EXAMINING TABLE 


(No. 8012) 


Head section adjustable by manu- 
ally-operated ratchet bar. Availa- 
ble accessories include adjustable 
leg holders, knee crutches and heel 
stirrups. Overall dimensions — ap- 
prox. 72” x 25” x 33” high. 


S.BLICKMAN inc 


MANUFACTURERS OF HOSPITAL EQUIPMENT 
3812 Gregory Ave. * WEEHAWKEN. N. J. 








MICHIGAN OPINION POLL SHOWS STRONG 
SUPPORT FOR VOLUNTARY HOSPITALIZATION 


In an effort to determine the 
public’s attitude toward the medi- 
cal profession and to estimate the 
degree to which the idea of social- 
ized medicine has been accepted by 
the residents of the state, the Mich- 
igan Health Council has recently 
completed a survey in which a rep- 
resentative cross-section of the pop- 
ulation was reached by trained in- 
vestigators who interviewed 4,968 
persons. The interviews were con- 
ducted in cities of varied size and 
geographical location. 

Almost half those polled think 
that present hospital charges are 
substantially right, the survey 
showed. Asked: “For what you get, 
do you think you pay hospitals 
too much, too little or the right 
amount?” 27 per cent said charges 
were too much, 1.1 per cent replied 
too little, 45.9 per cent thought 
charges were the right amount and 
26 per cent didn’t know. They want 
health security and of the 4,968 
persons interviewed, 41.5 per cent 
subscribe to a medical or hospital 
service plan for which monthly fees 
are collected. 

The availability of a medical- 
hospital plan would be a deciding 
factor in choosing between two 
jobs, said nearly one third—31.»5 
per cent—of those interviewed. 

Sixteen per cent of those ques- 
tioned had heard of the Blue Cross 
plan, 24 per cent had heard of the 
medical-service plan sponsored by 
the medical profession in Michigan 
and 35 per cent said they knew 
about the hospital-service plan spon- 
sored by the hospitals of Michigan. 
Familiarity with all these plans was 
much higher in the upper income 
groups than in the lower income 
groups. 

The medical-hospital plan for 
employees was available at work 
for 38 per cent. Forty-six per cent 
of the people said the plan was not 
available to them and 16 per cent 
didn’t know. Of the 1,890 persons 
to whom the plan was available, 79 
per cent belong. Only 18 per cent 
of those to whom the plan was not 
available at work belonged to some 
other medical-hospital group. 

Nineteen per cent of the non- 
members to whom a plan was avail- 
able failed to join because it “isn’t 
worth it, too expensive,” the sur- 
vey reported. Fourteen per cent put 
off joining or had never been con- 
tacted while 6 per cent would 
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rather pay for individual illnesses. 
Thirty-nine per cent of those in- 


terviewed said they thought the | 


nation should have some sort of 
government operated medical-hos- 
pital plan while 43 per cent said 
“no”; 18 per cent were undecided. 

If they could choose a plan for 
medical-hospital care, the people 
would favor decisively a voluntary 
prepayment program sponsored by 
the hospitals and the medical pro- 
fession. Thirty four per cent were in 
favor of the voluntary plan, 27 per 


_ cent preferred the present system of 


private practice, 16 per cent would 
choose a government-controlled 


plan, 13 per cent favored an insur- 
ance company plan and 1 per cent 
preferred a union-controlled system. 





N. Y. Labor Board 
Defines Wages and 
Working Conditions 


A directive order from the New 
York regional War Labor Board on 
October 17 has moved the case of 
four Greater New York hospitals 
another step nearer to what may be 
a significant legal decision on the re- 
lationships between nonprofit hos- 
pitals and organized employees. 

In this order, the regional board 
issued detailed specifications on 
wages and working conditions, the 
result of which would place a heavy 
financial burden on the hospitals. 
Minimum wages were established 
in 67 classifications, and made ret- 
roactive to July 22, 1943. Deduc- 
tions for maintenance were fixed, 
holidays and vacations specified, a 
10 per cent bonus ordered for split- 
shift work and the burden placed 
on hospitals for seeing that former 
employees receive any compensa- 
tion due under this order. 

The Hospital Association of New 
York State and the Greater New 
York Hospital Association have par- 
ticipated in this case since its origin 
early in 1943. The hospitals have 
contested the War Labor Board’s 
jurisdiction and a petition for re- 
view by the national board has 
been filed. It is expected that the 
regional board’s directive order will 
not be enforced until the question 
of jurisdiction has been settled. 

(See page 96 for report on a Chi- 
cago regional board decision.) 





H. J. Mohler Is 
President-Elect of 
Missouri Hospitals 


The second war conference of the 
Missouri Hospital Association held 
at the Chase Hotel in St. Louis No- 
vember 16-17 proved to be a very 
successful meeting, returning dele- 
gates report. 

The program of the opening 
session included such topics as 
“Through the Looking Glass’— 
what the future holds for volun- 
teers—by Mrs. D. K. Rose, St. Louis, 
member of the Committee on Vol- 
unteer Hospital Workers of the 
American Hospital Association. 
Edna Peterson, of St. Louis, presi- 
dent of the Missouri State Nurses 
Association, urged co-operation of 
nursing educators with allied health 
groups. Joy O. Talley, state super- 
visor of the Department of Public 
Schools, told the administrators 
how the new vocational rehabilita- 
tion program for the physically 
handicapped will function in Mis- 
souri. 

More than 250 banquet guests 
heard Dr. Donald C. Smelzer, Phil- 
adelphia, president of the Ameri- 
can Hospital Association. 

The “pet peeve parley,” designed 
to give delegates an opportunity 
to question representatives of the 
EMIC, USES, Group Hospital Serv- 
ice, Procurement and Assignment 
Service, American Hospital Associa- 
tion and Missouri Hospital Asso- 
ciation, was one of the most pop- 
ular sessions at the conference. 


The closing session included a 
paper on “Workmen’s Compensa- 
tion Abuses” by F. Stanley Howe, 
director of Orange (N. J.) Memo- 
rial_ Hospital. “Is Government 
Health Care Necessary?” was de- 
bated by L. H. Anderson, Detroit, 
Health and Accident Department, 
U.A.W.-C.1.O., and Everett W. 
Jones, Chicago, Modern Hospital 
Publishing Co. 


Hal G. Perrin, business manager 
of Kansas City Health Department, 
was installed as president of the as- 
sociation. 


Other officers are: 


PRESIDENT-ELECT, H. J. Mohler, 
president of Missouri Pacific Hospital, 
St. Louis; First VIcE-PRESIDENT, Sis- 
ter Emile, superintendent of St. Jo- 
seph’s Hospital, St. Joseph; SEconp 
VICE-PRESIDENT, Mrs. Mabel Mooney, 
superintendent of Levering Hospital, 
Hannibal; TreEAsuRER, the Rev. E. C. 
Hofius, superintendent of Lutheran 
Hospital, St, Louis. 
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IMMEDIATE DELIVERY 
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for every style, size and 
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One setting of the dial to the temperature 
prescribed is all the attention needed in the 
operation of the Continental Conditionaire. 
Scientifically combines oxygen therapy, air- 
conditioning and humidity control. It’s ice- 
less; completely automatic and foolproof. 
No constant adjustment of equipment. No 
attendant necessary. 


CONTINENTAL HOSPITAL 


18636 DETROIT AVENUE + «+= =* 
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JUST “PLUG IN” 
THEN SET THE DIAL TO 
TEMPERATURE PRESCRIBED 


What's pO! 


Equally successful for individual air-condi- 
tioning at the bedside, especially during 
hot, humid weather. Cleans, cools, dehumid- 
ifies, and changes the air 4 times per min- 
ute. Average unit operating cost 6c per day. 
Plan now to modernize your oxygen ther- 
apy service with Continental Conditionaires. 
Simple, scientific, economical. 


SERVICE, INC. 


CLEVELAND, OHIO 
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WAR-TO-PEACE TRANSITION PROBLEMS 
CONSIDERED AT PURCHASING INSTITUTE 


When the war ends, we may ex- 
pect to see three industries move 
into the front rank: Light metals, 
plastics and alcohol. This predic- 
tion was made by Dr. William J. 
Hale, research consultant of the 
Dow Chemical Co., in his lecture 
during the Third Institute on Hos- 
pital Purchasing at the Knicker- 
bocker Hotel, Chicago, from No- 
vember 13 through 17. 

To the extent that alcohol and 
plastics industries flourish, Dr. Hale 
believes, many of our economic 
problems will be alleviated. Both 
draw heavily on the farm for raw 
materials and thus tend to enlarge 
a farm-industry cycle, which in time 
might balance our human and nat- 
ural resources. 

It would be a blessing, said Dr. 
Hale, were the second World War 
to exhaust our coal and petroleum 
resources; then we might devote 
100 million of our 400 million till- 
able acres of land to producing 
foodstuffs and 300 million to pro- 
ducing power and plastics. 

The institute program was ar- 
ranged so that hospital authorities 
shared the platform with outside 
authorities, and a great deal of time 
was allotted to discussion. Much of 
this discussion was pointed to the 
problems that will grow out of re- 
conversion to a peace economy. 

There were lectures on the basic 
principles of purchasing, legal as- 
pects of purchasing, federal inspec- 
tion, co-operative purchasing, sim- 
plification and __ standardization, 
adapting purchasing procedures to 
the small hospital, determination 
of quantities, quotation procedure 
and placing of orders; receipt and 
inspection, stores and inventory 
control, new developments and 
products. 


There were seminars on paper 
products, textiles, janitor supplies, 
meats, poultry, dairy products and 
eggs; and fuels, maintenance, en- 
gineering and mechanical supplies. 
There were five round-table dis- 
cussions and a demonstration of 
meat inspection, grading and cut- 
ting. 

Ninety-five hospital executives 
were enrolled, coming from 26 
States in all parts of the country. 
Arden E. Hardgrove, superintend- 
ent of Norton Memorial Infirmary 
of Louisville, was director of the 
institute. F. Hazen Dick, secretary 
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NEW MEMBERS 














INSTITUTIONAL MEMBERS 
ARIZONA 


Associated Hospital Service of Arizona. 
Prescott—Prescott Community Hospital. 


LOUISIANA 
Alexandria—Texada Clinic. 
OHIO 
Medina—Medina Community Hospital. 
OREGON 
Baker—St. Elizabeth Hospital. 


PENNSYLVANIA 
Philadelphia—Community Hospital. 


PERSONAL MEMBERS 


Berthe Dorais, Sister M., pres., Catholic Hos- 
pital Council of Canada, Montreal, 

Bryant, Barbara, dir. volunteers, University 
of Chicago Clinics. 
wo Jewell, R.N., 4125 N. 38th St., Tacoma, 

ash 

Garland, Mrs. Charles S., vice-pres., Hospital 
for the Women of Maryland, Baltimore. : 

Helsby, F. K., ex. dir., Group Hospital Service, 
Kansas City, Mo. ee 

Hughes, Helena K., sec. to supt., Christian H. 
Buhl Hospital, — Pa. 

Jenkins, Susan S., ex. sec., zoe City Hos- 
pital Council, Kansas City, 

King, Cordelia W.., asst. sank, 
morial Hospital, Syracuse, | ee 

Lachner, Mrs. Anne L., dir. public rel., Hos- 
pital Service, Inc., of Iowa, Des Moines. 

McLeod, Amelia Ky , supt., New London Hos- 
pital, New London, N. H. 

McMillan, John O., “supt., McMillan Hospital, 
Charleston, Va. 

Pattullo, 6% W. K. Kellogg Foundation, 
Battle Creek, 

Rosenfield, os chief arch., Hospitals Bu- 
reau_ of Architecture, acti of Public 
Works, New York, 

Schaeffer, LeRoy sity supt., Allegheny Valley 
Hospital, Tarentum, Pa. 

Seaman, Charles D., fin. sec., Salem Hospital, 
Salem, Mass. ; 

Thomas, Robert H., manag. dir., Grace Hospi- 
tal, Richmond, Va. 


Syracuse Me- 





of the Council on Administrative 
Practice, American Hospital Asso- 
ciation, was associate director. 

The institute enrollees were 
guests of Wesley Memorial Hos- 
pital, Edgar Blake, superintendent, 
for a dinner at which certificates 
were awarded. 


~~. 





Visitor from the Fijis 


Lionel Bintley, an architect with 
the British Colonial Service, spent 
several days in Chicago during No- 
vember studying plans and mate- 
rial in Association headquarters, 
visiting hospitals, and interviewing 
architects and others in Chicago in- 
terested in hospital construction. 

Mr. Bintley, who is to be in the 
United States for several weeks, will 
then continue to England for fur- 
ther study as background for plan- 
ning a two and one half million 
dollar hospital and medical school 
development in the Fiji Islands. 





Annual Mid-Year 
Conference to Be 


Held February 9-10 


The annual meeting for presi- 
dents, secretaries, and other repre- 
sentatives of state, provincial, and 
regional hospital associations is to 
be held in Chicago at the Drake 
Hotel on Friday and Saturday, Feb- 
ruary g and 10, 1945. 

A full two-day meeting is being 
planned with a large portion of it, 
in keeping with the wishes ex- 
pressed by the group, devoted to 
open discussion of problems of as- 
sociation work and the exchange 
of ideas. A number of national pro- 
grams to be discussed are particu- 
larly significant to the work of the 
state associations. Each organiza- 
tion is urged to have representa- 
tives attend. Details of the program 
and hotel reservation cards will be 
mailed soon. 


Members of the committee in 
charge of arrangements are: 

Miss Eva WALLACE, R.N., superin- 
tendent of All Saints Hospital, Fort 
Worth, Texas, chairman. 

WILLIAM B. SWEENEY, administra- 
tor of Windham Community Me- 
morial Hospital, Willimantic, Conn. 

HAROLD K. WRIGHT, superintendent 
of Methodist Hospital, Sioux City, Ia. 


~~ 
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Hospitals’ Tax Exemption 
Appears Won in California 


Although the final count of votes 
could not be known until Decem- 
ber 5, it appeared late in November 
that the citizens of California, by 
adopting Proposition 4, had au- 
thorized the Legislature to exempt 
nonprofit hospitals and other agen- 
cies from taxation. 

The vote was close. With the 
soldier vote still to be counted and 
665 precincts still to be tabulated, 
the proposed constitutional amend- 
ment had a margin of only 75,582 
out of more than two and a half 
million ballots cast. 

If the proposition is finally sus- 
tained, it will represent a signifi- 
cant victory for the Association of 
California Hospitals, which led the 
campaign. Although the amend- 
ment is merely permissive, it is gen- 
erally believed that the Legislature 
will proceed to exempt the chari- 
table and nonprofit agencies con- 
cerned. In recent years California 
has been the only state that has 
taxed such agencies. 
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YOU CAN RELY ON BEAUTIFUL VOLLRATH WARE— 
FAMOUS FOR DURABILITY AND SERVICEABILITY 


Informed hospital management knows it can proudly point to im- 









maculate sanitation in clinic and kitchen when equipped throughout 
with easy-to-sterilize Vollrath Ware. In addition, the beautiful, gleam- 
ing surfaces of Vollrath Porcelain Enameled and Stainless Steei Ware 







can be relied upon to instill confidence in patients . . . and to win the 





approval of professional people who know Vollrath’s reputation for 
beauty and durability, since 1874. Decide, now, to be among the lead- 
ing institutions that will enjoy these prestige benefits while attaining 
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Volunteer’s Pin 
Is Now Available 
For Distribution 


The American Hospital Associa- 
tion volunteer pin now is avail- 
able to volunteers who have served 
100 hours during a 12 month period 
in a hospital whose volunteer pro- 
gram meets Association standards. 

The design of the pin originated 
with the Boston Hospital Council. 
Many volunteers in Greater Bos- 
ton, as well as other sections, have 
been awarded the Boston Council’s 
pin. Hospitals which were ap- 
proved for the use of this pin are 
also being given permission 
to award the American Hospital 
Association pin. Among the hospi- 
tals granted recent approval are 
Wesley Memorial and St. Luke’s, 
both of Chicago. More than 350 
volunteers at the.two hospitals will 
receive pins. 

Several hospitals throughout the 
country have submitted their pro- 
grams to the Association for ap- 
proval. Hospitals wishing to award 
pins to members of their volunteer 
corps may obtain the necessary 
applications and information from 
Association headquarters, 18 E. 
Division St., Chicago 10 

Administrators interested in vol- 
unteer programs for their hospitals 
are urged to study “The Organiza- 
tion Guide for Hospital Volunteer 
Service.” The booklet suggests 
many useful organization and ad- 
ministrative procedures for devel- 
oping a_ co-ordinated volunteer 
program. 


oe 
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Joint Committee Discusses 
Hospital Building Program 


The need of a nation-wide hos- 
pital construction program and the 
advisability of financing this in part 
through federal grants-in-aid were 
two matters considered by the Joint 
Committee of the American Hospi- 
tal Association, the Catholic Hos- 
pital Association and the American 
Protestant Hospital Association in 
Washington November 4. 


It was generally agreed that the 
grants-in-aid program as approved 
by the House of Delegates of 
the American Hospital Association 
should be supported. A decision on 
what definite action is to be recom- 
mended to the constituent associa- 
tions will be reached when the 
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committee meets in Washington 
again December. 8. 

Attending the November 4 meet- 
ing were: Dr. Donald C. Smelzer, 


John N. Hatfield, Dr. Charles 
F. Wilinsky, Rev. Alphonse M. 
Schwitalla, Rt. Rev. M. F. Griffin, 
Rev. John W. Barrett, Rev. John 
G. Martin, E. I. Erickson, M. Ray 
Kneifl, George Bugbee, J. Russell 
Clark and William F. Montavon. 

Representing the American Med- 
ical Association were Dr. Fritjos 
H. Arestad and Dr. Ralph Stone. 
In addition to being a member of 
the American Hospital Association, 
Dr. Wilinsky had been designated 
to represent the American Public 
Health Association. Surgeon Gen- 


eral Thomas Parran and Dr. Vane 


M. Hoge of the U. S. Public Health 
Service and Mary Switzer of the fed- 
eral security administration, were 
present for part of the meeting. 


~~. 


Million in War Bonds Sought 
To Equip Overseas Hospital 


The Philadelphia Hospital Asso- 
ciation, in co-operation with the 
Philadelphia County Medical So- 
ciety and Women’s Auxiliary, Phil- 
adelphia County Dental Society, 
the Homeopathic Medical Society 
and the Pennsylvania State Nurses 
Association, is campaigning for 
$1,000,000 in war bonds to sponsor 
the complete equipment for a 1,500- 
bed overseas hospital. 

According to Harry W. Ben- 
jamin, superintendent of Mount 
Sinai Hospital and president of the 
hospital group, war bond booths 
were to be operated by member 
hospitals for the convenience of 
doctors, dentists, nurses and_hos- 
pital personnel on November 28 
and December 1. 
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New West Nebraska Methodist 
Hospital Addition Is Opened 


West Nebraska Methodist Hos- 
pital, Scottsbluff, Neb., opened a 
$30,000 addition November 21, ac- 
cording to the Rev. John R. Buck- 
nell, superintendent. 


The one floor addition has 15 


rooms for patients with a possible 
capacity of 200 beds. Other features 
include a diet kitchen, two service 
rooms for nurses and a small wait- 
ing room. The nursery has also 
been remodeled to provide accom- 
modations for 20 babies. : 

















More Public Works 
Projects Are Given 
Presidential Okay 


The following wartime public 
works projects have been approved 
by President Roosevelt, according 
to a recent announcement by Maj. 
Gen. Philip B. Fleming, Federal 
Works Administrator. 


Hospital facilities: 


U. S. Public Health Service, Dur- 
ham, N. C. Grant $77,800. Venereal 
disease hospital facilities. 

The Martins Ferry (Ohio) Hospi- 
tal Association. Grant $107,400. Con- 


_ struct and equip two-story and base- 


ment hospital addition to provide 36 
patient beds, 27 bassinets and neces- 
sary service facilities, and remodel, 
alter and rearrange existing hospital 
facilities to provide nine additional 
patient beds and necessary services. 

State Board of Health, Waynesville 
(Mo.). Grant $37,504. Assistance in 
cost of maintenance and operation of 
facilities where community, because 
of war impact, is unable to carry full 
cost, for period October 1, 1944 
through June 30, 1945. 

Venereal Disease Hospital, Grand 
Mound, Wash. Period of assistance 
extended from August 31, 1944 
through June 30, 1945. 

Good Samaritan Hospital, Kokomo, 
Ind. Grant $95,000 of $195,000. Addi- 
tion to provide 41 additional patient 
beds to St. Joseph Memorial Hospital. 

United States Public Health Service 
—vVenereal Disease Hospital facilities, 
Birmingham, Ala; $45,025 federal 
grant to renovate and repair leased 
buildings, and purchase property to 
be utilized in the operation of the 
Birmingham Rapid Treatment Center. 

United States Public Health Serv- 
ice, Venereal Disease Hospital Facili- 
ties at Brookhaven, Miss.; $94,638 
grant to purchase property and equip- 
ment for a rapid treatment center. 

United States Public Health Serv- 
ice—Venereal Disease Hospital Fa- 
cilities at Greenwood, Miss.; $124,647 
federal grant to purchase property 
and equipment to provide for a rapid 
treatment center for venereal diseases. 

City of Phoenix, Ariz. Venereal 
Disease Hospital. Previous federal 
contribution: $27,433. Increase: $29,- 
890. Period of assistance extended 
through June 30, 1945. 

The Medical College of Virginia, 
Richmond—grant $34,500 of $69,000 
—Hospital improvements. 

United States Public Health Serv- 
ice, Augusta, Ga.—Federal contribu- 
tion $199,886—Venereal disease. 

The Sisters of St. Francis of Syl- 
vania, O., Detroit—grant $291,802 of 
$583,604—100. 


Health center facilities: 


City of Newport News (Va.). Grant 
$79,700 of $159,400. Two-story ma- 
sonry and concrete health center, in- 
cluding land acquisition, to provide 
quarters of Departments of Public 
Health and Public Welfare. 

State of Colorado acting through 
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the State Board of Health. Venereal 
disease hospital facilities for Denver 
and Pueblo. Federal contribution 
$122,875 to assist in maintenance and 
operation from September 1, 1944 
through June 30, 1945. 

City of Paducah (Ky.). Grant $95,- 
357. Construct and equip one-story 
and part basement health center. 

Morgan County Board of Revenue 
and Control, Decatur, Ala. Grant 
$44,000 of $66,000. To construct and 
equip a health center. 

City of Macon, Ga. Grant $30,000 
of $60,000. To construct and equip a 
health center. 


_ Hospital, nurses’ home and train- 
ing facilities: 


St. Luke’s Hospital, Kansas City, 
Mo. Grant $393,360; loan $123,000 of 
$640,000. To construct and equip a 
building to provide housing for 204 
student nurses and four supervisors, 
and necessary training facilities; re- 
model and equip an existing nurses’ 
home building to provide a nursing 
station having 144 hospital beds, ad- 
ditional kitchen and dining facilities. 

Newport News General and Non- 
Sectarian Hospital Association, Inc., 
‘Newport News, Va. Grant $89,500 of 
$179,000. Construct and equip three- 
story and basement addition to the 
Riverside Hospital to provide 16 pa- 
tient beds for Negroes and a nurses’ 
home for 36 student nurses and a 
ew and necessary training facili- 
ies. 

Decatur and Macon County Hospi- 








tal Association, Decatur, Ill. Present 
grant $159,200; loan $47,000. Proposed 
increase grant $30,768. Estimated cost 
$295,736. Original project provided 
for construction of an addition to an 
existing hospital to provide 101 pa- 
tient beds replacing 31 beds now in 
corridor, or a net addition of 70 beds 
including equipment. Now necessary 
to construct addition to present 
nurses’ home to provide living facili- 
ties for 26 student nurses. 

The Massillon Hospital Association, 
Massillon, Ohio. Present grant $65,- 
000; proposed increase $100,000 of 
$180,000. To construct and equip a 
28-bed one-story annex to Massillon 
City Hospital and to provide housing 
for 100 student nurses by addition of 
40-bed nurses home, including train- 
ing facilities. 

Nurses’ homes and training facili- 
ties: 

Highland Avenue Baptist Hospital, 
Birmingham, Ala. Grant $115,000 of 
$220,000. Three-story nurses’ home to 
provide quarters and training facili- 
ties for 82 student nurses and neces- 
sary supervisory personnel. 

Missionary Servants of the Most 
Blessed Trinity. Gadsden, Ala. Grant 
$75,000 of $150,000; 52 cadet nurses. 

Good Samaritan Hospital, Phoenix, 
Ariz. Grant $75,000 of $225,000; 60 
student nurses. 

Pasadena (Calif.) Hospital Associa- 
tion, Limited. Grant $55,500 of $97,- 
500; 35 additional cadet student 
nurses. 





St. Joseph’s Hospital, Inc. San 
Francisco. Grant $73,500 of $147,000; 
58 student nurses and training facili- 
ties for 167 students. 

San Jose (Calif.) Hospital Corp. 
Grant $3,742. Interior alterations in 
existing hospital building to provide 
student diet laboratory, including 
equipment. 

Ball Memorial Hospital Association, 
Muncie, Ind. Grant $47,920 of $119,- 
800; 58 student nurses and three 
matrons. 

The Sisters of Mercy of Council 
Bluffs, Iowa, Des Moines. Grant $72,- 
000 of $120,000; 50 student nurses. 

The Sisters of Mercy of Council 
Bluffs, Iowa, Council Bluffs. Grant 
$32,500 of $65,000; 28 student nurses 
and one supervisor, and necessary 
training facilities. 

The Methodist Hospital, Sioux City, 
Iowa. Grant $20,500 of $41,000. Build- 
ing to house 18 student nurses and 
matron, provide laboratory and li- 
brary for a total enrollment of 70 
students. 

The Ancilla Domini Sisters, Gary, 
Ind.—grant $61,800 of $103,000—42. 

Sisters of Mercy of Fort Scott, In- 
dependence, Kan.—grant $12,960 of 
$23,000—24. 

Hillcrest Memorial Hospital, Waco, 
Tex.—grant $4,000 of $12,000—32. 

Crawford W. Long Memorial Hos- 
pital, Atlanta. Grant $42,500 of $72,- 
500—40. 

Sisters of the Third Order of St. 
Francis, Peoria, Ill. Grant $95,275 of 
$190,500—84. 
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Standing on guard beside -“iron 
lungs,'' dependable, fast-acting 
GOMCO Aspirators have been 
rendering invaluable service in 
scores of poliomyelitis cases. Ready 
for instant use when paralysis in- 
volves the swallowing reflex, with 
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Gomco Aspirators are modernl 
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The South Baltimore General Hos- 
pital. Grant $33,750 of $67,500—27. 

The Carney Hospital, South Boston, 
Mass. Grant $17,840. Construction of 
building to house science and dietetic 
laboratories. Enrollment increased 
from 149 to 189 student nurses. 

City of Hamtramck, Mich. Grant 
$41,300 of $59,300. Housing for 25 
student nurses and additional training 
facilities for whole student body. 

St. John’s Hospital, Joplin, Mo. 
Grant $48,000 of $96,000; 40: student 
nurses. 

Sisters of St. Mary, St. Louis. Grant 
$110,400 of $220,800; 92 students 
nurses and four supervisors, also 
necessary training facilities. 

Cabarrus County Hospital, Concord, 
N. C. Grant $95,400. Erect, convert 
and equip two FPHA demountable 
dormitories to provide a 43-bed 
nurses’ home and training school for 
cadet nurses. 

Anderson County Hospital Associa- 
tion, Anderson, S. C. Grant $58,640 
of $117,280; 40 cadet nurses. 

St. Luke’s Hospital, Aberdeen, S. D. 
Grant $60,000 of $120,000; 52 students 
and supervisor. 

Virginia Mason Hospital Associa- 
tion, Seattle, Wash. Grant $84,350 of 
$168,700; 78 student nurses. 

Tacoma (Wash.) General Hospital. 
Grant $187,500 of $375,000. Living 
quarters for 125 nurses and training 
facilities for 165 nurses. 

Sisters of the House of Providence, 
Spokane, Wash. Grant $55,140 of 
$110,280; 48 cadet nurses. 








West Baltimore General Hospital, 
Inc., Baltimore, Md. Grant $125,000 
of $250,000; 100 student nurses. 

Tuskegee Institute, Tuskegee, Ala. 
Grant $248,820 of $382,800; 100 stu- 
dent nurses. 

Mercy College of Nursing, Inc., 
Sacramento, Calif. Grant $50,000 of 
$100,000; 50 cadet nurses. 

Warren A. Candler Hospital, Sa- 
vannah, Ga. Grant $157,950 of $243,- 
000; 80 students, plus necessary train- 
ing facilities and installation of cen- 
tral heating plant. 

Salem (Mass.) Hospital. Grant 
$40,400 of $60,000; 32 student nurses. 

The Everett (Mass.) Cottage Hos- 
pital. Grant $26,000 of $66,000. Con- 
struct building. to provide dormitory 
facilities for 20 students and addi- 
tional training facilities for enroll- 
ment of 70. 

Gillette State Hospital, St. Paul, 
Minn. Grant $11,500 of $23,000. Quar- 
ters for 29 additional student nurses 
and training facilities for 64 students. 

Bozeman (Mont.) Deaconess Hos- 
pital. Grant $88,200 of $175,200; 67 
student nurses and six supervisory, 
and other personnel. 

Sisters of Charity of Leavenworth, 
Helena, Mont. Grant $76,971; 34 stu- 
dent nurses’ living quarters, class- 
rooms, laboratory and laundry, and 
cafeteria facilities for 100 persons. 

Sisters of Charity of Leavenworth, 
Butte, Mont. St. James Hospital. Grant 
$4,316 of $4,989. Two additional class- 
rooms, kitchen and small laundry. 
Sisters of Charity of Leavenworth, 











Billings, Mont. St. Vincent’s Hospital. 
Grant $124,955 of $249,910. Housing 
for 110 and training facilities for 160 
student nurses. 

Sisters of Charity of Leavenworth, 
Missoula, Mont. St. Patrick’s Hospi- 
tal. Grant $153,617 of $307,234; 120 
student nurses. 

The Board of Regents of the Uni- 
versity of Nebraska, Omaha. Univer- 
sity of Nebraska Hospital. Grant $57,- 
600 of $96,000; 40 student nurses. 

Mary Immaculate Hospital Associa- 
tion, Jamaica, N. Y. Grant $17,700 of 
$28, 600; 31 student nurses. 

Emanuel Charity Board of Port- 
land, Ore. Grant $149,850 of $299,700. 
Unit 1: Construction of one-story 
classroom addition to present nurses’ 
home. Unit 2: Construction of four- 
story nurses’ dormitory building to 
accommodate 100 student nurses. 

The Dalles Hospital Company, Dal- 
les, Ore. Grant $23,782 of $47,564; 20 
student nurses. 

Luther Hospital, Watertown S. D. 
Grant $20,500 of $41,000; 34 student 
nurses. 

Sisters of Charity of the House of 
Providence, Walla Walla, Wash. Grant 
$53,500 of $107,000. St. Mary’s Hos- 
pital; 60 student nurses. 

County Court of Monongalia Coun- 
ty, Morgantown, W. Va. Grant $46,- 
560. Dismantle dormitory now located 
at Dublin, Va., transport it to Mor- 
gantown and erect, remodel and equip 
for use as a nurses’ home for 54 stu- 
dent nurses and house mother at 
Monongalia General Hospital. 
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/, ‘AM the big 128 ounce Sunfilled container ca- 
pable of providing 256 4-ounce servings of deli- 
cious, healthful juice, comparable in flavor, body, 
nutritive values and vitamin C content to freshly 
squeezed juice of high quality fruit. 


/, ‘AM free from adulterants, preservatives or for- 
and am especially valuable in post-opera- 
tive and infant feeding, because my indigestible 
peel oil content has been scientifically reduced to 
but .001%. 


| AM able to offer outstanding economies in 
time, labor and cost-per-serving. A single attend- 
ant can prepare any desired quantity and return me 
to the refrigerator where an unused balance will 
keep for weeks if no moisture or water is added. 


| AM the answer to your personnel shortage 
problem. No bulky fresh fruit crates to handle. No 
inspection, cutting and reaming of fruit. No refuse 
to dispose of. You simply add water as directed and 





ORDER TODAY and request price list on other time and 
money-saving Sunfilled quality products. 


CITRUS CONCENTRATES, INC. 


Dunedin, Florida 

















“Purchasing. 


Until V-E Day, Little Production for 
CIVILIAN MARKETS 


9 waneneven PERMISSION to resume 
production of civilian goods 
under the War Production Board’s 
Spot Authorization Plan has been 
granted more freely during the last 
30 days than during three previous 
months, the actual amount of civil- 
ian goods production that can be 
expected under this plan is very 
limited. - 

In all, some 2,000 applications 
have been granted by WPB with 
the approval of local War Man- 
power Commission authorities. 
Large as they are in number, these 
applications represent a total dol- 
lar production during the last three 
months of 1944 of less than $50,- 
000,000. During the entire year 
1945, the production that can be 
realized by these applications will 
not exceed $250,000,000. 

Considering that virtually every 
type of civilian goods production 
could be authorized under the SAP, 
the approvals are, and will prob- 
ably continue to be relatively small 
until at least the end of the war in 
Europe. 

Currently, WPB officials are con- 
cerned with increasing the produc- 
tion of electric irons, alarm clocks, 
bathtubs, oil burners, telephone 
sets, refrigerators, certain types and 
sizes of enameled ware and similar 
items, now in short supply, which 
can be manufactured under exist- 
ing manpower limits. 

So long as the manpower short- 
ages continue to exist and a number 
of essential materials and parts are 
available in limited quantities, spot 
authorizations can be expected to 
pave the way for only limited civil- 
ian production. 

Another barrier to full-scale civil- 
ian production is the reputed un- 
willingness of OPA to grant price 
adjustments where they are needed 


110 
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WASHINGTON SERVICE BUREAU 
1705 K Street, N.W., Washington 


to permit manufacturers to turn 
out civilian goods at a profit. 


SURPLUS DISPOSAL 


W. L. Clayton, surplus war 
property administrator, recently 
announced concurrence in a joint 
statement prepared by the prin- 
cipal government agencies con- 
cerned with surplus property dis- 
posal. The joint statement listed 
the provisions of the Surplus Prop- 
erty Act which are considered self- 
operative and therefore effective as 
soon as the act was signed and also 
those provisions of the act which 
cannot become effective until issu- 
ance of regulations by the Surplus 
War Property Board. 

The report concludes that the 
effectiveness of certain provisions of 
the act are predicated upon issu- 
ance of regulations by the board 
including sections 13 (a) and (b). 
Section 13(a) requires that the 
board draw up regulations in ac- 
cordance with prescribed policies 
for the dispositi6n of surplus prop- 
erty to local governments and non- 
profit institutions on the basis of 
need; and section 13 (b) authorizes 
the donation of property unsuitable 
for sale to local governments and 
nonprofit institutions under regu- 
lations prescribed by the board. 
Disposal of surplus war materials 
in many categories is therefore at a 
standstill, particularly those items 
of interest to hospitals. 

Announcement of the appoint- 
ment of the Surplus War Property 
Board members has been anxiously 
awaited since it is felt that those 
who guide the disposal of surplus 
war property will influence. the do- 


mestic economy for years to come. 
By the time this reaches print no 
doubt the presidential appoint- 
ments will have been made public 
through the press. Congressional 
ratification must follow and it will 
then be several months before reg- 
ulations are issued. 


SPECIAL CONCESSIONS 

The Committee on OPA Matters 
under the Council on Government 
Relations has conferred regularly 
with OPA food rationing officials, 
Institutional Users Branch, in a 
successful effort to promote a clear 
understanding, in that agency, of 
the food rationing problems of hos- 
pitals, thus bringing significant im- 
provements in the food rationing 
program as applied to our field. 

Through Arden E. Hardgrove, 
chairman of the Food Advisory 
Committee, several requests have 
been made, and it is entirely prob- 
able that shortly OPA, through di- 
rective to its regional boards, will 
grant hospitals the privilege of re- 
ceiving automatic supplemental al- 
lowances at the time of routine 
bi-monthly application on Form 
R-1309 based on proved historical 
need. 

In the past hospital dietitians or 
other administrative personnel have 
been forced to spend many hours 
personally appearing before local 
boards to obtain supplemental al- 
lotments under the provisions of 
Section 11.6 of General Ration Or- 
der 5. 

It is felt this change will greatly 
benefit hospitals in enabling them 
to meet the dietary requirements of 
their patients with a minimum of 
effort. The same application form, 
R-315, is to be used for this purpose. 

The regional boards should have 
this information within the next 10 
days, and through them the local 
boards, so that they should all have 
knowledge of the change in pro- 
cedure by the time hospitals make 
their application for the January- 
February allotment. 


MORE APPLES 

As a result of War Food Adminis- 
tration’s recent order releasing . 83 
per cent of the supply of fresh and 
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Confidence is a lot of little things . . . a timely word, an encouraging smile, a competent 
manner on the part of a doctor or nurse, frequently inspires confidence in the patient. 


A doctor's confidence depends on little things, too. Among them are the instruments he 


uses. A new syringe, for instance, that backflows unexpectedly, not only upsets both 


patient and doctor, but is a waste that should not be tolerated. Especially in a war 


economy. 
Premature backflow develops as a result of one or both of two conditions: 
1. Improper fit of barrel and plunger. 
2. ‘‘Soft’’ glass which wears quickly. 
B-D Syringes are made of a special formula resistance glass which, through years of 
use, has proved highly resistant to erosion and friction. They are evenly ground and 
fitted with utmost precision on machines developed by B-D engineers. They pass a severe 
backflow test with plunger revolving for the full length of the scale before being engraved 
with the B-D name. 
You must wear out a B-D Syringe before it leaks. It will not leak by reason of faulty 
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processed apples, civilians will have 
available on a per capita basis 13 
pounds more during the current 
year than in 1943. At the time of 
the releasing of the apple supply, 
WEA officials reiterated their state- 
ment that wartime controls will be 
relaxed as quickly as the need for 
such regulations ceases to exist. 


CONSTRUCTION 

WPB Chairman J. A. Krug re- 
cently announced establishment of 
the Construction Bureau to provide 
a centralized control over all WPB 
matters pertaining to construction. 
The bureau will be headed by Ar- 
thur J. McComb, of Montclair, 
N. J., who will be responsible to 
Hiland G. Batcheller, operations 
vice chairman. This bureau not 
only will provide a centralized 
point for the handling of WPB’s 
controls in the construction field, 
but also will furnish a mechanism 
through which construction work 
can be promoted whenever dimin- 
ishing war requirements permit. 

Another organizational change 
shifted the Office of Civilian Re- 
quirements from its previous status 
as a separate unit, operating under 
the vice chairman for civilian re- 
quirements, to that of a WPB Bu- 
reau. The Hospital and Schools 
branch which operates under this 
bureau is not affected. 


CAPITAL ADDITIONS 


CMP Reg. 5A, as amended re- 
cently, allows hospitals and others 
governed by its provisions to use 
their automatic priority ratings for 
minor capital expenditures up to 
$500. Minor capital additions, as 
explained in Interpretation 5, 
means any improvement or addi- 
tion, the cost of which, excluding 
the purchaser’s cost of labor, does 
not exceed $500. The term includes 
a group of items customarily pur- 
chased together, and all items nor- 
mally purchased as part of a single 
project or plan. In determining 
whether a project comes within the 
cost limit, all materials and prod- 
ucts used must be included, regard- 
less of whether the MRO rating is 
used in getting all or only part of 
the same. No project may be sub- 
divided to come within this limita- 
tion. While there is no direct limit 
on the number of minor capital 
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additions permitted, all materials 
and products used in the projects 
and obtained with MRO ratings 
must be charged against the overall 
MRO quota which must not be ex- 
ceeded. 

As formerly, where capital addi- 
tion involves construction, author- 
ization to construct must be ob- 
tained to the extent required by 
Order L-41, or by any other ap- 
plicable order or regulation of 
WPB. 

A concrete example of how this 
relaxation affects hospitals is me- 
chanical water coolers. Practically 
all of this type of equipment ex- 
ceeds $100 (the former limitation 
on capital expenditures) but are 
under $500. Whereas hospitals for- 
merly were forced to file special ap- 
plication to secure the equipment, 
they can now use the automatic rat- 
ing given them by CMP 5A as 
amended. 


SURPLUS LUMBER 


A half billion board feet of lum- 
ber, in distributors’ yards but not 
adaptable to war uses, has been re- 
leased by WPB. This lumber may 
be sold by distributors until De- 
cember 31, without priority or spe- 
cial authorization up to the amount 
of one-third of the distributor’s 
September 1, 1944 lumber inven- 
tory. It is primarily intended for 
maintenance and repairs, but some 
new building will be allowed. 


NURSES WATCHES 

The non-jeweled wrist watches 
with sweep second hands, designed 
especially for nurses, are now avail- 
able through regular jewelry whole- 
salers and retailers. Of the g0,000 
nurses’ watches produced during the 
past 18 months 4,000 have been dis- 
tributed directly to nurses in train- 
ing at hospitals. The watches were 
manufactured by the New Ha- 
ven Clock Company, New Haven, 
Conn.; U. S. Time Corporation, 
Waterbury, Conn.; and Westclox, 
Division of General Time Instru- 
ments Corporation, LaSalle, III. 


COTTON TEXTILES 

WPB will retain controls over 
the cotton textile industry after the 
fall of Germany to guard against 
possible disruptive shortages in this 
field. Greatly increased military re- 


quirements and a considerable man- 
power shortage in the industry are 
the two principal reasons for the 
stringency in cotton textile supply. 


SHEETING 

Hospitals experiencing difficulty 
in obtaining needed supplies of 
sheets, sheeting, towels and towel- 
ling will be interested in a recent 
amendment to WPB Order M-317-a. 
This amendment, issued October 


- 28, continues the automatic AA-5 


priority rating for use by hospitals 
in procuring these supplies. The 
hospital in assigning or extending 
a rating must include the following 
statement on the order, in addition 
to the certification required by Pri- 
orities Regulation No. 3: “This rat- 
ing has been assigned by M-317 
Group No. 27.” The order must 
also include a stated delivery date. 


CHEMICAL CONTROLS 

Penicillin, acrylonitrfle, and chlo- 
rinated paraffin are the three latest 
chemicals to be placed under the 
chemicals controls order M-goo. At 
the same time, WPB revoked Order 
M-338 (penicillin), and Order M- 
153 (acrylonitrile). Restrictions on 
thiamine hydrochloride, commonly 
called B,, have been removed. The 
improved supply created by in- 
creased facilities for the manufac- 
ture of this vitamin was given as 
the reason for this action. 


LIGHTING 

Order L-212 controlling produc- 
tion of incandescent lighting fix- 
tures has been revoked, but allot- 
ment of controlled materials will 
continue to restrict output. Non- 
industrial portable lamps and 
shades remain subject to Order 


L-33. 
REFRIGERATION 


Schedules IV and V of Order L-126 
have been revoked. This order limits 
the use of critical materials in the 
manufacture of industrial and com- 
mercial refrigeration and air condi- 
tioning machinery and equipment. 
Schedule IV, standardized valves, fit- 
tings, accessories and other compo- 
nents used in the manufacture of re- 
frigerators and air conditioning units. 
Schedule V. prohibited the use of fer- 
rous and non-ferrous metals in the 
interior and exterior of walk-in 
coolers. 


COOKING UTENSILS 


L-30-d, as amended, removes re- 
strictions on specifications for mis- 
cellaneous cooking utensils and other 
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Each Hour 


Nearer Peace 


And bood Will 


Time bridges all things. Wars and pestilence come 
and vanish in its endless span. yx Today we tread 
the planks of time with quickening pace. Each tick 
of the clock; each minute... each hour brings Vic- 
tory nearer. And to us, at Christmas time, Victory 
has but one broad meaning: Peace and Good Will. 
% Nothing else matters. Peace and Good Will 
encompass all that men cherish and hold dear; the 
sum total of spiritual values, human ideals of life 
and service; the priceless heritage of unborn genera- 
tions. x As the clock strikes the hour...each hour 


...we ate that much nearer Peace and Good Will. 
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IN THE (000 -Swegucad Anorentia 


OF ELDERLY PATIENTS 


Elderly patients often present a feeding 
problem during the postoperative period. 
Yet during the days immediately follow- 
ing surgery the nutritional requirements 
are high because of the insult of the anes- 
thetic and the unavoidable tissue trauma. 
Failure to satisfy these increased needs results 
in prolonged convalescence, slow return of 
strength, and in many cases, poor physio- 


logic results from the operative intervention. 


In many instances this problem is quickly 
solved with Ovaltine. Tasty, and easily 
digested, this delicious food drink appeals 
to all patients. It can usually be taken as 
early as liquids are tolerated. Its rich supply 
of vitamins, minerals, and proteins meas- 
urably improves the nutritional state which 
in turn dispels anorexia. Postoperatively, 
Ovaltine is used both as a mealtime bev- 


erage and a between-meal snack. 


THE WANDER CO., 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three daily servings (1 ¥%2 0z.) of Ovaltine, 
each serving made with 8 oz. of milk, provide: 


Ovaltine 
6.0 Gm. 
30.0 Gm. 
2.8 Gm. 
.25 Gm. 
.25 Gm. 


PROTEIN 
CARBOHYDRATE 


CALCIUM 
PHOSPHORUS. . . 


Ovaltine 
with milk 
2953 1.U. 

480 1.U. 
1.296 mg. 


Ovaltine Dry 
with milk Ovaltine 
31.2 Gm. VITAMINA.... I5001.U. 
62.43 Gm. VITAMIND.... 405 1.U. 
29.34 Gm. THIAMINE .... 9 mg. 
1.104 Gm. RIBOFLAVIN... .25 mg. 1.278 mg. 
903 Gm. NIACIN 7.0 mg. 
11.94 mg. COPPER i 5 mg. 
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articles which are permitted to be 
made under L-30-d, and removes re- 
strictions on types of iron and steel 
that may be used to make the per- 
mitted articles. 


ELASTIC FABRIC 


Order M-174, which prohibited the 
purchase, delivery, or use of elastic 
fabric six inches or less in width ex- 
cept on orders for Defense Supplies 
Corporation are as specifically author- 
ized by WPB has been revoked. 


COPPER ALLOY 


Amendment of Order M-9-c re- 
moves restrictions on the use of cop- 
per and copper base alloy in the man- 
ufacture of 17 civilian and commer- 
cial items. Include in the list are: 
plating of lighting fixtures, solder 
bushings for plumbing installations, 
door knockers, checks, watch cases; 
snap fasteners for nurses uniforms. 


PLUMBING 


Schedule XII (plumbing fixtures) 
to the plumbing and heating simpli- 
fication Order L-42, was amended to 
permit production of cast iron hop- 
pers, cast iron frost-proof water closet 
bowls and cast iron high tanks for 
hopper combinations. Limitations on 
the weight of metal reinforcements 
in various sizes of concrete laundry 
trays also were removed. 


METAL DOORS 


WPB recently revoked L-142, which 
controlled the manufacture and sale 
of metal doors, metal door frames and 


metal shutters but only a small in- 
crease in the number available is ex- 
pected as steel will still be controlled 
through quarterly CMP allotment of 
materials. For some time most ap- 
plications for authorization to manu- 
facture and sell these items have been 
approved as the items sought were 
for use in hospitals or similarly es- 
sential use. The effect of the revoca- 
tion of L-142 will be that manufac- 
turers will no longer be required to 
obtain WPB permission before manu- 
facture of these items can be under- 
taken. 


LABORATORY 


Order L-144, as amended, reduces 
the number of types of laboratory 
equipment that may be sold or de- 
livered only upon authorization of 
WPB. Under the terms of the amend- 
ed order the rating assigned on the 
approved applications (Form WPB- 
1319) may be used in purchasing the 
types of equipment enumerated on 
List A of the order. Equipment not 
named on List A of L-144 require no 
WPB purchase authorization. 

Items on List A include: Analyt- 
ical balances (sensitivity 1/20 mg. 
or more sensitive); centrifuges (hav- 
ing a value of more than $80 each); 
hydrogenation meters (electrometric 
type); metalloscopes and metallo- 
graphs; microscopes, stereoscopic 
wide field; Abbe  refractometers; 
spectographs (quartz); spectropho- 
tometers (quartz); and spectrometers 
(infra red); and vacuum pumps (one 
micron or higher vacuum). 


McGILL SUMMARY ON COMMODITIES: 


Forecasting Trends n 194) 


HE YEAR 1944 has marked the 
Tiinai stages of a complete war 
economy. The year 1945 will fea- 
ture the first broad step toward a 
peace economy. Because economic 
readjustment during the last 12 
months has proved slow and order- 
ly, it is now assumed that reconver- 
sion can be completed without too 
difficult repercussions. This is wish- 
ful thinking. 

True, plans for the abolishment 
of controls, modified taxation, and 
the contraction of war production 
are largely agreed upon, but plans 
on paper are one thing and the prac- 
tical application to a sensitive eco- 
nomic system is entirely another. 

The trend of industrial activity, 
irrespective of the huge accumu- 
lated demand for civilian goods, is 
destined to register a nose dive as 
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1945 progresses. Hence, the initial 
stage of reconversion will leave in 
its wake mounting unemployment, 
lower incomes, a basic change in 
supply demand ratios, and sufficient 
economic disorder to leave the im- 
pression of economic chaos, despite 
the fact that the volume of business 
throughout the year will remain on 
a plane far in excess of any former 
peacetime era. The following repre- 
sents a brief survey of our predic- 
tions covering the general economic 
field in 1945: 


Government Controls—The tidal 
wave of government controls, the 
scope of which has extended from 
raw materials down through fabri- 








cated and finished goods, and in- 
volving manufacturers, wholesalers, 
and retailers, reached its zenith 
some months ago. Between March 
1936, and June 1944 a grand total 
of 76,541 directives, grants, orders, 
permissions, and prohibitions were 
issued by the government. The great 
bulk of these controls will no longer 
be needed after the cessation of hos- 
tilities in Europe. We can logically 
plan on the elimination of controls 
over materials, profits, rents, ration- 
ing, etc., until the number in effect 
is a very small fraction of the total 
now in force. 


Certain controls will be extended, 
however, not only until Japan col- 
lapses but throughout the reconver- 
sion period. Sufficient controis will 
be enforced to maintain the neces- 
sary production of war goods, also 
to permit equitable distribution of 
peacetime goods until output has 
an opportunity to catch up with the 
demand. Controls over the price 
status will exist for an indefinite 
period, first to prevent undue infla- 
tion, and second, to avoid unneces- 
sary deflation, thus creating eco- 
nomic chaos. In the final analysis, 
the skyrocketing trend of controls 
is over and 1945 will mark a tidal 
wave of abolishment. 


War Production— The United 
States War Production Index (1943 
equaling 100) jumped from a low 
of 29 in January 1942, toa peak of 
118 in November and December a 
year ago. The index leveled off, and 
in recent months has held around 
113. What this figure means in 
terms of men, materials, and money 
staggers the imagination. By mid- 
summer of 1945 the United States 
Munitions Index will be only about 
one half the current figure. What 
that means to business conditions 
can be best summarized by noting 
the position of the Federal Reserve 
Index of Industrial Production. A 
peak of 247 was reached just a year 
ago, and currently the figure is 
around 229. We predict that, re- 
flecting the inevitable contraction 
in the total production of war 
goods, the Federal Reserve Index 
by June of next year will be around 
180. This may appear to be a bit 
severe, but even after such a de- 
cline, the level of industrial activity 
by mid-1945 would still be 51% 
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above the former peace high of 121 
in 1937- 

Civilian Goods—As we have often 
mentioned, deeply “established in 
the background are four aces in 
the hole which will work against 
any initial postwar depression of 
extensive magnitude and intensity. 
They are (1) the depleted inventory 
of civilian goods, (2) the obvious 
opportunities for foreign trade, (3) 
unprecedented savings on the part 
of the masses, and (4) the rebirth 
of installment selling. Never in his- 
tory has the demand for civilian 
goods loomed up in such tremen- 
dous volume as currently exists. All 
the automobiles, refrigerators, ra- 
dios, electrical appliances and such 
that can be produced will disappear 
rapidly into consuming channels 
throughout 1945. There are many 
who are progressing on the premise 
that the revival in production of 
peacetime goods will counteract the 
slump in war goods. This will not 
be the case, and even though pro- 
duction of peacetime goods mounts 
by leaps and bounds throughout 
the new year, shortage will still 
prove the rule and the trend of to- 
tal business activity will be steadily 
downward. 

Labor Supply—Four years ago the 
total number of individuals em- 
ployed by the government as well 
as in manufacturing, transporta- 
tion, trade, and agricultural was 42.- 
400,000 with the number unem- 
ployed placed at 8,600,000. Cur- 
rently, employment is estimated at 
59,800,000 and unemployment at 
less than 1,000,000. The principal 
changes have occurred in two 
groups as the armed services have 
jumped from a negligible figure 
four years ago to 11,600,000 at the 
present time. These figures do not 
include employment in government 
agencies. Meanwhile, the number 
employed in the field of manufac- 
ture has increased from 10,500,000 
in 1940 to 16,100,000 this year. Next 
year we shall not witness any seri- 
ous readjustments in employment, 
but there is bound to be a serious 
wave of unemployment from a 
longer-range standpoint. There is a 
definite limit as to how much labor 
manufacturers can absorb under 
peacetime conditions, and we do 
not hesitate to predict that as 1945 
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progresses, unemployment will in- 
crease and the number of strikes 
will prove more numerous and 
widespread. 

Wage Rates—The political battle 
is now over, and whereas labor is 
anticipating some reward for sup- 
porting New Deal principles, we 
question whether any important 
changes will be made. In the first 
place, the President will not be a 
candidate for re-election four years 
hence. Therefore, a more stern at- 
titude toward demands of labor 
could easily be witnessed. Second, 
there will be a renewed drive to 
“hold the line,” and increases in 
wage rates will prove of a limited 
character for the simple reason that 
any broad increase will forcefully 
affect producing costs, the cost of 
living, and the commodity price 
structure. For all practical purposes 
the high point in incomes will be 
reached in 1944 and pay envelopes 
during the forthcoming year will 
register a downward movement 
which means the first contraction in 
the inflated level of national in- 
come. 

Agriculture—Likewise the income 
of the farmers reached a peak in 
1944, and here again, a slump is 
forecast for 1945. The reason is 
quite apparent. Record-breaking 
production of foods and feeds was 
chronicled both in 1943 and 1944 
with an agricultural labor force of 
9,600,000 workers as compared with 
11,000,000 four years ago. More sci- 
entific methods and new machinery 
equipment which will be available 
in the immediate postwar era will 
tend to increase production with a 
smaller labor force, and_ frankly, 
we can readily visualize a state of 
over-production. The government 
is faced with a two-price system: 
One for domestic markets, and the 
other, a lower level for export. Irre- 
spective of controls and supports, 
the law of supply and demand can- 
not be totally ignored. The end of 
the. war will find supplies of food- 
stuffs at record-breaking levels. Sup- 
plies will also be heavy in other im- 
portant growing nations, particu- 
larly the Southern Hemisphere, and 
those countries will be in a_posi- 
tion to undersell the United States. 
Records show that the agricultural 
price level is higher than industrial 


prices. We predict that the price 
level of farm products will be sensi- 
tive to peace conditions with the 
trend definitely downward. 
Commodity Price Outlook — We 
are submitting herewith a tabula- 
tion portraying the basic changes 
in the commodity price structure 
since the outbreak of warfare in 
19§9- 
Nov. % Incr. 


1929 Aug. 10 since 
McGILL INDICES Aver. 1939 1944 1939 


All Commodities... 90.8 63.7 107.3 10% 
Industrial 0 70.9 101.4 43 
Agricultural 8 53.2 103.0 93 

5 56.2 129.5 130 
Bidg. Materials 8 85.5 124.9 } 
Chemicals 2 875 = (99.1 

5 65.4 = 89.9 
Hides, Leather -6 «76.0 107.3 
Non-Fer. Metals 1 70.6 = =83.2 
Ferrous Metals 1 100.1 103.7 
Paint Materials 1 67.7 120.8 
Paper and Pulp 8 75.5 105.2 
Fine Textiles............ 99.7 58.3 110.5 
Coarse Textiles 9 49.1 100.3 105 
Vegetable Oils 59.1 136.6 131 

This discussion is confined exclu- 

sively to raw materials. There can 
be no escape from more price activ- 
ity in 1945 as compared with the 
relative stagnation noted in 1943 
and 1944. Looking ahead, building 
materials, fuels, hides and leather, 
and paper and pulp will not be 
susceptible to price weakness due 
to the exceptionally strong statisti- 
cal position that exists and the time 
factor involved in restoring visible 
supplies to a more normal basis. 
However, in the case of chemicals, 
metals, paint materials, fine and 
coarse textiles, and vegetable oils, 
supply and demand ratios will 
change with greater rapidity dur- 
ing the new year. The demand from 
industry for the manufacture of 
peacetime goods will not offset the 
materially lower requirements on 
the part of the government to carry 
on warfare in the Pacific. More- 
over, the huge stocks of raw ma- 
terials in government hands should 
not be underestimated. 


Fundamentally, the era of short- 
age is definitely drawing to a close 
and if the law of supply and de- 
mand carries any weight, then in 
1945 the price structure of basic 
raw materials in the aggregate will 
be under adverse pressure. Govern- 
ment supports will prevent any seri- 
ous decline, but that lower prices 
could easily eventuate is indicated 
by the ultra-conservative attitude 
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now being employed by industry as 
regards surplus inventories. It is 
best to take a reef in the sails of 
purchasing until there has been 
some opportunity to note specifi- 
cally just how business conditions 
react to the difficult problem of re- 
conversion. 


Drugs and Chemicals—There are just 
two points to keep in mind: First, 
total producing capacity has increased 
by leaps and bounds, and following 
the cessation of hostilities in Europe, 
government demands will subside on 
a major scale. Second, reserves now 
in the hands of the government run 
to millions of dollars. 


Paper Products— A visible turning 
point in supply is not indicated until 
mid-1945, and even then an easing is 
contingent upon the termination of 
warfare in Europe and a sharp con- 
traction in government requirements 


at a relatively early date. This means. 


that the shortage will be just as con- 
spicuous four to five months hence as 
is the case today. Lurking in the 
background is a huge requirement 
demand on the part of normal con- 
suming channels, and a year will 
elapse after the cessation of hostili- 
ties before a more normal balance 
between supply and demand will be 
witnessed. Thus paper and pulp will 
be included in the handful of basic 
commodities which will be subject to 
government controls for many months 
to come. Briefly, present conditions 
may be regarded as a sound criterion 
for the months directly ahead. 


Cotton Goods—Blame for the dimin- 
ishing supply of cotton yarns and 
goods is commonly placed at the door 
of labor shortage, but the truth is that 
unfavorable price differentials have 
worked against a.maximum produc- 
ing effort. Government requirements 
are holding on a higher plane than 
was anticipated some months ago, 
and the net result is that the shortage 
in civilian circles is becoming more 
and more acute. Irrespective of the 
declining quality of goods, there is 
hardly any alternative under existing 
conditions than to take definite steps 
to protect requirements over the 
near-term months. 


Bituminous Coal—There is diminish- 
ing apprehension regarding the avail- 
ability of both solid and liquid fuels. 
Production of bituminous is holding 
on an even keel, which, coupled with 
visible stocks, will readily cope with 
aggregate demand without seriously 
impairing stockpiles over the winter 
period. Industrial demand will rule 
somewhat less than a year earlier 
over the next three to four months, 
and fortunately the status of trans- 
portation is in a far better position 
than would logically be expected in 
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Nov. Nov. Nov. Nov. Nov. Nov. Nov. Nov. Oct. Nov. 

1936 1937 1938 1939 1940 1941 1942 1943 1944 1944 
ALL COMMODITIES... 77.3 75.1 (68.9 «73.1 «73.4 «= 87.9 999.2 103.0 107.5 107.3 
Industrial?......................... 14.8 76.2 71.5 80.4 79.7 90.5 944 95.9 101.4 101.4t 
Agricultural? 76.3 62.6 56.8 64.3 62.7 81.1 91.4 101.2 103.3 103.0t 
pi! CE Rae oe 81.9 81.1 73.6 62.4 68.7 91.2 123.5 120.8 129.8 129.5t 
Food Index?_.. ww... 83.9 83.1 74.1 72.3 72.5 89.3 103.5 105.8 104.0° 104.1t 
Factory Employment?........ — —S«s —_—s- ———-_— “107.7 116.0) = 141.3 161.9 171.0 155.2* 154.8° 
Factory Payrolls?........... — ss — ss ——-_—sW—22.0 127.5 188.6 «280.4 336.5 310.2* 309.3° 
Cost of Living? 99.8 103.0 100.2 99.6 100.1 110.2 119.8 124.2 126.7* 125.9° 
1McGill Index *Estimated 


Bureau of Labor Index 


+Latest weekly figure 








view of the unprecedented strain 
created by warfare. Despite the basic 
improvement, a complacent attitude 
would be unsound, as it is important 
to have supplies on hand when need- 
ed; protective reserves extending 
through the first quarter of next year 
are strongly advocated. 


Fuel Oil— Latest data show that 
stocks everywhere have registered a 
substantial increase in recent months. 
Storage facilities of residual and dis- 
tillate fuels are filled to capacity, and 
hence, control measures are less acute, 
and the OPA is encouraging the 
movement of fuel oils to consumers 
who have large storage facilities and 
also to domestic users of fuel oil. 
Based on the daily rate of production 
and refinery runs, the fuel oil situa- 
tion is facing a major change next 
year. Briefly, the end of the war will 
not find the statistical position of fuel 
oil as critical as was generally antici- 
pated a.few months ago. It is natu- 
rally imperative to protect consuming 
requirements over the near - term 
months. 


Gasoline—Whereas visible stocks are 
nearly 10,000,000 .barrels greater than 
a year earlier, government require- 
ments are ever on the increase, and 
this will continue to be the case until 
warfare in Eurpoe is an event of the 
past. The percentage of gasoline 
available for civilian use is not on 
the eve of any basic change. Hence, 
existing conditions’ may be regarded 
as a criterion for the balance of the 
year and extending well into 1945. 


Groceries — Control measures are 
bound to hold the price level of gro- 
cery items within narrow limits. 
There are two reasons, however, why 
we recommend a restricted purchas- 
ing policy. First, the government has 
accumulated a huge supply of all 
types of foodstuffs. The moment peace 
is established in Europe we shall wit- 
ness not only a slashing in production 
of war goods but a halt in govern- 








ment buying of foodstuffs. In fact, it 
would not be at all surprising to wit- 
ness the beginning of liquidation of 
surplus foodstuffs. The other reason 
is that throughout two years the gov- 
ernment has absorbed large quanti- 
ties of foodstuffs, and still there is 
no shortage in civilian channels. This 
is attributable to the unprecedented 
home canning program which con- 
tinued on a record-breaking scale 
this year. In many instances, it may 
be noted, the rationing system of 
canned foods has been either modi- 
fied or eliminated. 


Butter — Production is destined to 
run behind schedule, and even under 
the severe rationing program, a short- 
age continues to exist. Cold storage 
holdings are standing sharply below 
the previous five-year average. Prices 
will continue to hold firm at maxi- 
mum OPA ceilings and under exist- 
ing conditions there is no buying in- 
centive. 


Cheese—Production has held up ex- 
ceedingly well considering the nose 
dive in output of butter. Cold storage 
holdings are above average, but there 
is little prospect of any change in the 
rationing system for some months to 
come. Prices are so tightly bound up 
by controls that there is little room 
for price variations and no incentive 
to maintain reserves for seasonal ac- 
count. 


Eggs—The combination of a rela- 
tively high production of fresh eggs 
and large holdings in storage assures 
ample supplies. Even though the egg- 
feed price relationship has broadened 
since midsummer, there is little in- 
centive to increase the number of lay- 
ing flocks. Total production will be 
lower over the winter period as com- 
pared with last year, but control 
measures dominate the price struc- 
ture. From the standpoint of seasonal 
characteristics this is not the psycho- 
logical time to consider inventory ac- 
cumulation. 
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Purchasing Practices Tomorrow 


| & gan the past 12 years, those 
persons assigned the duty of 
purchasing merchandise have been 
confronted with and have experi- 
enced the operation of many dif- 
ferent types of buying markets. 
During the depression—barring the 





From a paper, ‘“‘Hospital Purchasing—Present 
and Future,” presented at the American Hos- 
pital Association Third War Conference, in 
Cleveland, October 1944. 


GUY J. CLARK 


EXECUTIVE SECRETARY 
CLEVELAND HOSPITAL COUNCIL 


period of the NRA, which we hope 
is dead and long forgotten, you had 
a “buyer’s market.” At the outset 
of the European conflict you ex- 
perienced a “speculative market” 
for a short period, with some result 
ing headaches. Following the “spec- 
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OVENS 


This typical plan for a training 
station medical unit can handle 
more than 2,000 meals, and is 
ideal for standard hospital and 
institutional practice. 


The two No. 909 BLODGETT 
ROASTING OVENS, and the 
two No. 932 BLODGETT BAK- 
ING OVENS, tied in with cor- 
rectly designed units, give great ' 
flexibility and ease of opera- 
tion. 


COOKING EQUIPMENT 
USED: 


(a) 2 No. 932 BLODGETT 
GAS-FIRED BAKING 
OVENS 


(b) 2 Vegetable steamers 
(c) 8 Stock kettles 


(d) 2 No. 909 BLODGETT 
GAS-FIRED ROAST- 
ING OVENS 


(e) 3 Fry-top skeleton 
ranges 























1 Fry-top range 





Kitchen Equipment Div. 
H. Friedman and Sons, N. Y. 
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FOOO SERVICE 
EQUIPMENT DERLER 








Designed by: J. J. Leshen, Manager, 


(f) 2 Open-top ranges 
(g) 2 Fryers 


THE 6. $. BLODGETT CO., INC. 


53 Maple Street, Burlington, Vermont 















ulative market” you were confront- 
ed with a “seller’s market” which 
was a natural expectation after the 
long period in which the buyer had 
the upper hand. 

' Then we came to the “controlled 
or ration market,” and to some ex- 
tent it has deteriorated into a “black 
market.” A black market cannot 
subsist nor can it even be long 
maintained without the assistance 
of members of the general public 
and the buyer. It takes more than 
the vendor to complete a trans- 
action. 

If you countenance such a prac- 
tice now, you may continue to pay 
in the future. Such practices may 
result in drastically controlled mar- 
kets without any freedom of opera- 
tion, or in uncontrollable inflation 
which no person versed in the eco- 
nomics of our country could pos- 
sibly wish to encourage. 

The buyer in many instances is 
dissatisfied with the prevailing sell- 
er’s market. Do not forget that the 
seller was dissatisfied with the buy- 
er’s market. The existence of either 
of these markets for a long period 
is not desirable. A buyer’s market 
is an indication of a distressed con- 
dition of business, and while it may 
be advantageous to one, it will be 
disadvantageous to the other. The 
buyer and the seller should both be 
equally interested in the continua- 
tion of good business. Both should 
be concerned therefore, with a 
sound, honest, square-dealing and 
healthy competitive market. Com- 
petition requires ingenuity and 
planning. With the right spirit of 
competitive business, a better pro- 
duct will result, and the dollar 
spent will provide better value. 

What of the future? There are 
so many uncertainties that no living 
being can, with any degree of ac- 
curacy predict the immediate fu- 
ture. Decisions made in Washing- 
ton, or unexpected setbacks in the 
European theater of war, would 
and could definitely upset any well 
thought out predictions that might 
be made. 

The large manufacturers have, 
where at all possible, continued 
to maintain research departments. 
Many items used in hospitals, as 
well as those consumed by the gen- 
eral public, will be greatly changed 
during the next few years. There 
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have been so many new products 
developed by research and with- 
held from production during the 
war that it is almost impossible to 
visualize how one will be in a posi- 
tion to make a thorough analysis 
of the value of many of these prod- 
ucts which will be placed on the 
market. 

Many of these will be of sufh- 
cient value that they will be gen- 
erally accepted and will replace 
products now in use. Others will 
be of but passing interest, but with 
a great deal of sales appeal. Do not 
become a part of the crowd that 
will rush headlong to be the first 
to purchase new products that have 
not been thoroughly tested. Do not 
be in too great a hurry to delegate 
to the scrap heap some of those 
useful articles which have given 
good service over a long period of 
time, in order to replace them with 
unknown, untried articles of doubt- 
ful worth. 

It is but natural that there should 
be a great deal of interest in the 
probable advantages of waiting 
to purchase surplus commodities. 
While it can be stated without feay 
of contradiction that there are huge 
quantities of food and other sup- 
plies which must in time be de- 
clared surplus—many at the close of 
the European war, and others not 
before the close of hostilities—it is 
impossible to say with any degree 
of accuracy what policy the govern- 
ment will follow for the disposal 
of such surplus commodities. 

Information is available regard- 
ing the quantity of certain prod- 
ucts that have been earmarked for 
lend lease, but it is pure specula- 
tion for anyone to quote the quan- 
tity of supplies which are likely to 
be declared surplus by the armed 
forces. Such information is con- 
sidered confidential and, insofar as 
can be determined, has never been 
released. 

In attempting to form a policy 
for immediate purchases due con- 
sideration should be given to the 
necessity of feeding sick people. 
For any buyer to adopt the policy 
of waiting to purchase week by 
week on the theory that surpluses 
will be available and _ therefore 
cheaper, may prove to be a very 
disappointing procedure. It should 
be kept in mind that the prices 
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which the consumer and the hospi- 








tal are paying for a great many ar- 
ticles of food at the present time 


are actually not based on the cost 


of production of the raw product, 
but that in a great many instances 
the farmer or the producer is sub- 
sidized by the government. 

Is it likely that the government 
will release large quantities of food 
in the near future, and if so, will 
the prices at which the merchandise 
is disposed affect the prevailing 
market prices of these articles? It is, 





. of course, impossible to state defi- 





nitely what policy will be followed, 
but it should be remembered that 
the government has guaranteed the 
producer certain prices for all foods 
accepted this year, and _ jin case it is 
not marketable through regular 
channels of trade the government 
will pay an agreed upon price for 
all such products. 

Those of you who may be antici- 
pating the return of the good old 
days when almost unlimited deliv- 
eries could be secured are probably 



































Now Offered with Detachable Blade and Thickness Gauges 


Modified Blair-Brown Skin Grafting Knife with 
Marck’s Thickness Determining Attachment 


At the suggestion of many, users, the new 
Blair-Brown Skin Grafting Knife is now 
offered with a detachable blade and the 
Marck’s Thickness Determining Attachment 
is now furnished with a set of four copper 
plate gauges for accurately regulating the 
thickness of the desired skin graft from 6 to 36 
thousandths of an inch in 2 thousandths inch 
steps. In use, the gauges are selected for 
the desired thickness and are then placed 
between the knife edge and the threaded 
grip rod as shown in illustration ‘‘H’’ above. 
The knurled thumb screws at both ends of 
the Marck’s Attachment then are adjusted 
until the space between the grip rod and 
knife edge provides a light tension on the 
gauges. 

The detachable blade feature greatly re- 


properly stropped by the emery flour method 
before each operation have been used in 
twenty or more operations before needing 
honing. A honing tube, ‘E,’’ is supplied 
with each knife to facilitate changing the 
angle for proper honing: A metal container 
which will hold seven biades is also included 
for use in storing and sterilizing the blades. 


B-B967 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘B,’’ complete with one blade, 
Marck’s Thickness Determining Attach- 
ment and set of four 


B-B968 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘D’ (same as above but with- 


duces the cost of using the knife since extra out Thickness Determining $8 50 

blades are inexpensive and make it possible Attachment)................... - 

to own the equivalent of five knives at less 

than the former cost of two knives. These B-B970— Blair-Brown Knife 

blades are made of razer steel and when Blades only, each............... $2.00 
$. ALGO: Cc ORPARN'Y 
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1831 Olive St. 


e St. Louis 3, Missouri 
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going to be greatly disappointed. 
Many of you held the opinion that 
you could not successfully operate 
without daily delivery service, as 
you had become so dependent upon 
the vendor catering to your require- 
ments. Most of you will readily ad- 
mit that you have not only success- 
fully carried on your work, but 
have also found on close analysis 
that you were probably contribut- 
ing to unnecessary expenditures on 
the part of the vendor by demand- 
ing this special service. Many of 
the regulations enforced by neces- 
sity to conserve tires, gasoline and 
labor will be continued in the days 
to follow the settlement of the 
world conflict. 

Food supplies will be somewhat 
changed in many hospitals. The 
method of handling will of neces- 
sity have to be revised. Those hos- 
pitals not now using a considerable 
portion of frozen fruits and vege- 
tables undoubtedly will do so. If 
such practice is followed, it will 
require a change in the refrigera- 
tion space which most of you now 


have and will. entail the necessity 
of providing sharp freezer storage 
space so that these frozen fruits and 
vegetables can be accepted in quan- 
tity and retained for use as needed. 
Large quantities of foods will be 
prepared prior to receipt of them, 
and most of them will be of good 
quality, good flavor and excellent 
palatability, and with careful con- 
sideration given to the vitamin 
content. 

The trial and error purchase of 
equipment and supplies has left 
huge quantities of obsolete or use- 
less gadgets and questionable equip- 
ment and specialties, in the base- 
mrents of the hospitals for the col- 
lection of dust and an increase in 
inventory. The chief administrative 
officers, the purchasing agents or 
buyers should, and in many in- 
stances do recognize the waste 
which has occurred in the past and 
are making every effort insofar as 
the individual hospital is con- 
cerned, to eliminate such waste in 
the future. 

In what effective way can a co- 


operative effort for the benefit of 
hospitals in general, be carried out? 
A system of exchange of ideas on 
the usefulness of equipment must 
be devised, and ways and means 
to establish testing laboratories 
manned by competent and trained 
persons, for the purpose of deter- 
mining the value of many of the 
new products. The individual hos- 
pital cannot assume the expense of 
establishing a well equipped lab- 
oratory manned by trained and ex- 
perienced personnel to perform this 
task, but through co-operation 
either on the part of state associa- 
tions or in national associations such 
service can, and it is reasonable to 
suppose will in time be maintained. 
The establishment of such co-opera- 
tive efforts, however, will not occur 
until the demand for this service is 
created. If such a demand is cre- 
ated, to what extent would the 
hospital field take advantage of the 
service? 

Regardless of how efficient the 
buyer might be and how successful 
he is in saving funds for his institu- 





BABY IDENTIFICATION BEADS 
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responsibility 


be over-emphasized. 


fy the hospital’s 


Their prompt use as a routine measure at delivery offers a 
positive, sanitary means of permanent baby identification. 
The dual protection afforded both mother and hospital cannot 


It is designed to meet 
the needs of hospitals 
and diet kitchens through 
speedy, thorough sanita- 
tion of glasses, dishes 
and silverware. Fool- 


JACKSON 


Snvestigate hicns Exclusive fy ae 


“2 DISHWAS 





DURABLE High tensile strength cord and indestructible 
beads of reannealed glass are designed for 
serviceability. Fused-in, acid resistant letters in- 
sure permanent legibility. ° 


SANITARY Both cord and beads, as a prepared necklac 
or bracelet, may be sterilized with safety before 
sealing. Component parts are not affected by 
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used baby oils and antiseptics, 
Your dealer can supply you 
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proof combination 
strainer - overflow - drain 
plug segregates food par- 
ticles and residue. Dou- 
ble directional spray lines 
distribute even water 
pressure to every square 
inch interior surface. All 
welded steel wire basket 
—with protective coatin 
which will not mar 
dishes—is easy to han- 
dle, durable, sanitary. 
Multiple installations in 
hospitals cost little—save 
money in operation and 
manpower. 


Write for complete in- 
formation on all Jackson 
models, 


(Delivery subject to 
W.P.B. approval). 





THE JACKSON fon COMPANY 


3703 EAST 93rd STREET CLEVELAND 5, OHIO 
DISHWASHING SPECIALISTS SINCE 1925 


HOSPITALS 








, 
TO MEET THE NEEDS OF 
YOUR INSTITUTION AND 
TO DEVOTE OURSELVES 
TO THOSE LITTLE EXTRAS 
WHICH MEAN SO MUCH 
TO YOU. 


“THAT’S DEBS SERVICE” 


You may buy Debs Products with Absolute 
Confidence in the quality of the merchandise. 


HOSPITAL 
SUPPLIES 
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COLD DRINK CUPS 


for fruit juice, tomato 
juice, etc. 


COLD DRINK CUPS 


... for milk and soft 
drinks etc. 


HOT DRINK CUPS 


for coffee, tea, cocoa. 


FOOD CONTAINERS 


for soups, stews, other 
hot drinks. 


DESSERT DISHES 
for ice cream, stewed 
fruits, puddings etc. 


“whew! imagine 
the dish-washing 
saved in a diet 
kitchen with... 


DINE CUPS” 


In the care of the sick, what could 
be handier than always-ready, single- 
use Dixie Cups—especially under 
pressure of help shortages! 
Hospitals, like other institutions, 
are discovering how they cut down 
on man-hours necessary for dish- 
washing and sterilization; while pa- 
tients welcome their extra-inviting 
cleanliness on the meal tray. 


At every turn, seemingly, they ren- 
der some valuable service. Dietitians 
quickly realize the cups are ideal 
for controlling the portions served 
to patients on special diets. Nurses 
appreciate their usefulness for be- 
tween-meal feedings . . . on treat- 
ment trays to hold medicines . . . in 
the nursery for measuring baby’s 
bath oil . . . and in scores of other 
ways. 

Discarded after one use, Dixies are 
a sure, dependable way to reduce 
the hazard of spreading infections. 


Caution: 


Dixie Cups are being so widely used 
by the armed forces and war plants 
that there just aren’t enough to meet 
the demand on certain sizes. So if 
you cannot get the cups you want. 
we hope you'll understand. 


Dixie and Vortex Cups are made at Easton, Pa., 
_ Chicago, Ill., Darlington, S. C., and Toronto, Canada 


Drinking Cups and Food Containers 
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tion, if there is not a well estab- 
lished distribution system in the 
hospital, much of his success might 
be wasted. It is not unusual to be 
confronted with a situation where 
efficient purchasing is in effect, but 
no control whatever exists over the 
use of supplies. This situation can 
be remedied bv the establishment 
of an exchange of information sys- 
tem among hospitals relative to the 
use of items of equal or similar 
quality and a comparison of quan- 
tity. 

There exists a great variance, as 
most of you know, in the consump- 
tion of hospital supplies of like 
nature among hospitals. Perhaps 
many otherwise efficient adminis- 
trators and able purchasing agents 
do not realize the full significance 
of a comparison of data with other 
hospitals or do not have availab!e 


a means by which such comparison 


can be made. 

What is the average number of 
washings that your hospital re- 
ceives from a given quality of bed 
sheet? Do you know the loss in 


tensile strength, the whiteness re- 
tention and the shrinkage in your 
laundry? Have you compared such 
information with other hospitals? 
If so, does it compare favorably, or 
is the information which you sec- 
ured indicative of some change in 
your formula for washing or some 
practice that needs correction? 

Are you familiar with the oper- 
ating cost of your hospital broken 
down by departments? Do you have 
available for ready reference each 
month, the cost of raw food per 
meal? Have you compared such 
costs with other hospitals in your 
community? 

What is your answer to such 
thought-provoking questions? Is it 
that it is none of your affair so why 
bother? 

Yes, it does cost money to secure 
this type of information. It is, how- 
ever, a justifiable expense and 
would more than offset the work 
involved. It does require hospitals 
to have proper accounting systems 
to keep such records, but the time 
is not far distant when practically 


all hospitals will recognize the ne- 
cessity of good accounting. It takes 
time to do any job well, just as it 
requires a great deal more time to 
purchase the necessary items for 
hospitals or other institutions than 
it does merely to telephone the or- 
der or to pass it along to the sales- 
man. 

Your - obligation requires that 
you take the necessary time to 
secure the correct product needed 
for the purpose for which it is in- 
tended. One often hears it said that 
hospitals must adopt more _busi- 
nesslike procedures. All of you are 
unquestionably concerned with the 
continuation of the voluntary hos- 
pital system in this country. The 
progress which has been made and 
the high type of service which is 
maintained must be continued in 
the interest of the public. Purchas- 
ing is but a small portion of the 
total problem, but it is hoped that 
further progress will be made along 
those lines, and that every hospital 
will strive to improve its methods. 
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Combination Payroll Check and Earnings Record 


made with one writing. 


Payroll forms with 5 Deductions columns. 


Financial Statistics forms. 


Services Rendered to Patients forms. 
Cash Receipts and Cash Disbursements. 
Purchase of Materials, Services, etc. 


Consumption of Materials. 


. .. in short a complete, simple system easily put in op- 
eration. Follows the American Hospital Assn. Chart of 
Accounts and Accounting Principles. Samples on request. 
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Whucllr RELIANCE 


BULB SYRINGES 


Mueller Reliance Bulb Syringes, with black neoprene bulbs, are resistant 
glass for longer service life despite frequent sterilizations. Made with 
catheter tip only, and with comfortable finger grip. Packed in individual 
cartons, they are economically priced. Specify sizes as follows: 




























Mucllr RELIANCE 


ELASTIC BANDAGES 


Mueller Reliance Elastic Bandages—all cotton—are properly woven for 
correct compression and support. They will not chafe nor ravel, and may 
be laundered and used again and again. Length stretched is about 6 
yards. In individual packages. Please specify sizes as follows: 






RELIANCE COTTON ELASTIC BANDAGES 







Width Each Dozen Width Each Dozen 
a $0.40 $4.44 4” $0.80 $ 8.52 
2\y” 50 5.52 oy -90 10.20 
Fad .60 6.24 6” 1.15 12.00 
32” -70 7.20 










SURGEONS’ INSTRUMENTS Since] HOSPITAL SUPPLIES & EQUIPMENT 


OGDEN AVE™ VAN BUREN and HONORE STREETS 
CHICAGO 12 ILLINOIS 


V- MU TELLERS CO. & CO. 














Prsonnel OTE 


Otive RussELL has been named super- 
intendent of the Alice Peck Day Hospital, 
Lebanon, N. H., to replace Mrs. ANNIE 
STEEvES, who resigned because of ill 
health. 


THe Rev. RaymMonpD Dewey has been 
named assistant superintendent of Wesley 
Hospital, Wichita, Kan. Tue Rev. H. L. 
GLECKLER is superintendent. 


Miu E. PLoEGceR has resigned as ad- 
ministrator of Deaconess Hospital, Free- 
port, Ill. Omer B. Mapuis has succeeded 
her. 


Lois J. BERGQUIST has been added to 
the pharmacy staff of Wesley Hospital, 
Wichita, Kan. 


Mrs. EstHER Rott has resigned as su- 
perintendent of Davier Memorial Hospi- 
tal, LeHarpe, Ill. She has been succeeded 
by Mrs. Austie LeForrt. 

ROLAND Scott, superintendent of Iro- 
quois Hospital, Watseka, Ill., since De- 
cember 1942, has resigned because of ill 
health. 


Mary L. Catiows has resigned as su- 
perintendent of the Fort Atkinson (Wis.) 
Memorial Hospital and is now attending 
Marquette University, Milwaukee. 


HELEN BIERMAN has resigned as super- 
intendent of Brokaw Hospital, Normal, 
Ill. She has been succeeded by FRANCES 
MIx. 

CLARENCE C. Gipson has become super- 
visor of provincial hospitals and institu- 
tions for the province of Saskatchewan. 
He will also be a member of the Health 
Services Survey Commission scheduled to 
be established by the government at a 
later date. He formerly was superintend- 
ent of Regina (Sask.) General Hospital. 


Mrs. Lots Hitt has succeeded Rutu 
HAWLEY as superintendent of Morgan 
County Hospital, Martinsville, Ind. 


ELIZABETH HANSEN has resigned as su- 
perintendent of Brightlook Hospital, St. 
Johnsbury, Vt. She has been succeeded by 
Mrs. Eva L. Morris. 


Mrs. HELEN B. Ross, formerly superin- 
tendent of Tompkins County Memorial 
Hospital, Ithaca, N. Y., was scheduled to 
become superintendent of St. Luke’s Hos- 
pital, Boise, Idaho, December 1. She re- 
places Emity Pine, who resigned August 1. 


The Board of Trustees of Hamilton 
County Tuberculosis Hospital, Cincin- 
nati, recently changed the title of Louis 
C. RItTrMEYER from business manager to 
administrator. 
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HELENE Hynes has resigned as chief 
dietitian at Grant Hospital, Chicago. She 
has been replaced by MARGERY MAHONEY, 
former assistant dietitian at the hospital. 


W. R. Rap.irF, formerly assistant su- 
perintendent of Methodist Hospital, Sioux 
City, Iowa, has been appointed superin- 
tendent of Richland Hospital, Richland 
Center, Wis. He succeeds Mary M. BLEs- 
stn who is now at Lake Forest (IIl.) Hos- 
pital. 


Bess KiNG has resigned as superintend- 
ent of Brady (Tex.) Sanitarium. She has 
been replaced by Mrs. Lorene Hutchinson. 


JANE SwINDLER has been appointed su- 
perintendent of Paulding (Ohio) County 
Hospital to succeed C. A. MILLER. 


GLADys BranpT has resigned as super- 
intendent of Children’s Free Hospital, 
Louisville, Ky. 

GLENN ReENo has been appointed ad- 
ministrator of Louisville (Ky.) General 
Hospital. He formerly was associated with 
University Hospital, Ann Arbor, Mich., 
and the Lone Star Defense Corp. Hospi- 
tal, Texarkana, Tex. 

Dr. F. W. Haas, assistant superinten- 
dent of the South Dakota State Hospital, 
Yankton, recently was appointed super- 
intendent to succeed the late Dr. G. S. 
ADAMS. 


Lee NicHots has resigned as superin- 
tendent of Corry (Pa.) Hospital. 


CHARLES MERRIAM has been appointed 
administrator of Metropolitan Hospital, 
Philadelphia. He formerly was supervisor 
of first aid at the Brewster Aeronautical 
Co., Long Island City, N. Y. 


Dr. MARTIN HEIDGEN has resumed his 
duties as superintendent of Elmhurst 
(Ill.) Community Hospital. For the last 
two years he has been on ‘active duty with 
the army. He holds a captain’s commis- 
sion, but now has an inactive status be- 
cause of a physical disability received in 
the Southwest Pacific. 


The new superintendent at Thomas 
Memorial Hospital, Beeville, Tex., is Mrs. 
ELIZABETH B. HENDERSON. 


Mrs. Myrtice D. OsporneE has succeeded 
M. M. DILLARD as superintendent of Tran- 
sylvania Community Hospital, Brevard, 
N. C. 

StistER M. Dorotuy has been named 
superintendent at Andrew Kaul Memorial 
Hospital, St. Marys, Pa. She succeeds 
SISTER M. Tourist. 


Otro G. Bopemer, purchasing agent at 
Wesley Memorial Hospital, Chicago, since 
1937, has been appointed assistant ad- 
ministrator of Norwegian-American Hos- 
pital, Chicago, as of November 15. 


ALBERT DavipsoNn replaces WALTER H. 
MENDE as administrator of the recently 
reopened Downtown Hospital, New York 
City. 


DorotHy SCHIEFEN has resigned as su- 
perintendent of Hawarden (Ia.) Hospital. 
She has been replaced by HELEN M. 
ENSIGN. 


L. N. Tuiece has succeeded ERNnA A. 
BERGMAN as superintendent of Edgerton 
(Wis.) Memorial Hospital. 


SistER M. CAMILLUS, superintendent of 
Mercy Hospital, Brownsville, Tex., has 
been named superintendent of Mercy Hos- 
pital, Laredo, Tex. She succeeds SIsTER 
M. STANISLAUS, who has assumed Sister 
Camillus’ duties at Brownsville. 


Mrs. E. Harpeck has been succeeded as 
superintendent of Newman Memorial 
Hospital, Emporia, Kan., by Mrs. FRANCES 
M. SrourT. 


H. H. Lanpon has been named super- 
intendent of Southampton (N. Y.) Hos- 
pital. He succeeds ELLEN JACOBSEN, who 
resigned November 1. 


Frep J. Loase has resigned as superin- 
tendent of the Manhattan Eye, Ear and 
Throat Hospital, New York City, effective 
December 31. 


Dr. CHARLES A. BRASHER, assistant su- 
perintendent of the Missouri State Sana- 
torium, Mt. Vernon, has been promoted 
to superintendent. 


Dr. C. C. Weaver has been appointed 
superintendent of Hugh Chatham Me- 
morial Hospital, Elkin, N. C. 

May. Lester E. TRETHEWAY, who has 
been connected with Letterman General 
Hospital, San Francisco, has been ap- 
pointed commanding officer at the Stock- 
ton (Calif.) Ordnance Depot Hospital. 


Mrs. MarTHA E, TuckER has been ap- 
pointed chief medical record librarian at 
Cedars of Lebanon Hospital, Los Angeles. 
She formerly was head of the medical rec- 
ord department at Hackley Hospital, 
Muskegon, Mich., for the past three years. 
Previously she served in the same capacity 
at the E. W. Sparrow Hospital, Lansing, 
Mich., for eight years. 

Bric. LENA KAHLE, former director of 
Bramwell Booth Convalescent Hospital, 
Omaha, has been transferred to the Sal- 
vation Army Booth Memorial Hospital, 
St. Louis. She has been succeeded in 
Omaha by Bric. V. MCALEARNEY, who was 
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LIKE THE DELICATE PERFUME OF THIS 
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formerly director of the Salvation Army 
Hospital, St. Paul. 


WattTer K. Harcrraves has been ap- 
pointed superintendent of Christ Hospi- 
tal, Jersey City, N. J. He was formerly 
assistant director of Brooklyn (N. Y.) 
Hospital. 


Dr. BENJAMIN F. BAILey, superintendent 
of Green Gables Sanatorium, Lincoln, 
Neb., died October 31. Dr. Bailey joined 
the American Hospital Association in 
1909 and became a life member last year. 

He founded his hospital in July 1901 
and served as medical director and super- 
intendent until his death. 


CAROLYN M. FENBy, superintendent of 
the Methodist Hospital, Madison, Wis., 
since 1922, died recently. She was born in 
Cairo, Ontario, Canada, in 1886. 


Miss Fenby was graduated with honors 
from the school of nursing at Wesley 
Memorial Hospital, Chicago, in 1911. She 
became assistant superintendent of Ster- 
ling (Ill.) Public Hospital in 1912 and 
superintendent in 1913. She held that po- 
sition until she was named superintend- 
ent of Methodist Hospital. 
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She. was a member of the American 
Hospital Association and a fellow of the 
American College of Hospital Administra- 
tors. She was affiliated also with the Wis- 
consin State Hospital Association, Amer- 
ican Nurses’ Association, National League 
of Nursing Education and American Prot- 
estant Hospital Association. She also held 
offices in the National Methodist Hospi- 
tals Homes Association. 


Dr. Epwarp C. Ernst, assistant director 
of the Pan American Sanitary Bureau and 
its field work director in Latin Amer- 
ica, died suddenly in Washington on No- 
vember 3. He was 58 years old. He had 
been a member of the American Hospital 
Association since 1943 and was a member 
of the Council on International Relations. 

During his youth he traveled exten- 
sively with his family in Europe, using the 
opportunity to take courses at Rugby 
School in England and at the University 
of Munich in Germany. He graduated in 
1911 from Columbia University Medical 
School in New York City. 

In 1916 he joined the U. S. Public Health 
Service as a commissioned officer, soon be- 
ing detailed to duty on a revenue cutter 
in the Arctic and serving later as a med- 
ical officer on the Siberian Expedition dur- 
ing World War I and as assistant director 
of health in the Philippines. A number of 
other important positions he later filled 
included those of medical expert in the 
Office of Industrial Hygiene in Washing- 
ton, 1922; medical director of the U. S. 
Employees Compensation Commission, 
1922-34, and assistant chief of the per- 
sonnel division of the U. S. Public Health 
Service, 1934-37. 

In 1937 he was assigned to the Pan 
American Sanitary Bureau and appointed 
assistant to the director. While with the 
bureau he became especially interested in 
the development of nursing schools and 
hospital institutes in Latin America, two 
subjects to which he devoted long care 
and constant attention. 

“Dr. Ernst’s passing leaves a void hard 
to fill especially in these moments when 
men endowed with his vision, broad 
mindedness, common sense and his un- 
usual gifts are more needed than ever 
before,” said Aristides A. Moll, acting di- 
rector of the bureau. 


SisTER MARY GERTRUDE, R.N., superin- 
tendent of St. Joseph’s Hospital, Boon- 
ville, Mo., since 1934, died suddenly in 
November. 

She was graduated from St. Joseph's 
Hospital, Boonville, School of Nursing in 
1905 and took a laboratory technician's 
course at Loyola University, Chicago, in 
1930. She also studied hospital adminis- 
tration at St. Louis University in 1935-36. 


Sister Gertrude served as directress of 
the school of nursing at St. Joseph’s from 
1920-32. She was a member of the Ameri- 
can Hospital Association, American Col- 
lege of Hospital Administrators, Catholic 
Hospital Association, Mid-West Hospital 
Association and Missouri State Nurses’ As- 
sociation, and was a trustee of the Missouri 
Hospital Association, 
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INSTRUCTION 








JUNIOR COLLEGE OF PHYSICAL THERAPY 
Twenty-sixth year—1944-1945 


afb ay ng COURSE—Short sgn greg course for grad- 
s in medicine arranged at y time. 

JUNIOR “COLLEGE OF PHYSICAL THERAPY—Two- -year 
course for high school graduates, leading to degree of 
Associate in Science, Graduates in nursing or physical 
education and two-year college students admitted to 
senior year. X-Ray and Laboratory—combined with 
physical therapy or separately. 

MEDICAL ASSISTANT—One-year course for high school 
graduates. 

For catalog and terms of tuition address: 
Harry Eaton Stewart, M.D., President 
262 Bradley St., New Haven, Conn. 





VANDERBILT UNIVERSITY SCHOOL OF NURSING, 
Nashville 4, Tennessee, offers: Collegiate course in 
Basic Nursing Education, entrance requirement two 
years college work. Next classes, January and Sep- 
tember 1945. B.S. in Nursing degree. Scholarships 
under U. S. Cadet Nurse Corps program. 

Courses for graduate nurses in Public Health Nurs- 
ing and Clinical Teaching, with field practice. Next 
classes, September 1944 and March 1945. B.S. in Nurs- 
ing degree. Scholarships and loans available. 

Apply Office of the Dean. 

VANDERBILT UNIVERSITY HOSPITAL, DEPARTMENT 
OF NURSING SERVICE, Nashville 4, Tennessee, of- 
fers: Six months Senior Cadet Program of instruction 
and supervised practice in medical, surgical, pediat- 
ric, obstetric, operating room and outpatient nursing 
and diet therapy; 48 hour week; $60.00 monthly plus 
maintenance; approved by the Tennessee State Board 
of Nurse Examiners. Accepted by Vanderbilt Univer- 
sity School of Nursing in lieu of one year experience 
requirement for admission to courses for graduate 
onan in Clinical Teaching and Public Health Nurs- 
ng. 

Three to twelve months instructional program on 
the staff nurse level in medical, surgical, pediatric 
and obstetric nursing and diet therapy for graduate 
nurses who need Supplementary Experience to qual- 
ify for enrollment in the American Red Cross Nurs- 
ing Service and thus enter military service; 48 hour 
week; $145.00 monthly without maintenance. 

Apply Office of the Director. 


EQUIPMENT FOR SALE 











Seventy Simmons hospital beds, 3’x6’6”, bottoms manually 
operated, 4” casters; twenty-six of them have 1%” 
square pillars; forty-four have 1%” round pillars. 
would sell for $19 each. Kate J. Hard, Saginaw Gen- 
eral Hospital, Saginaw, Michigan. 


POSITIONS OPEN 











THE NEW YORK MEDICAL EXCHANGE 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


DIRECTRESS OF NURSES, degree, Westchester, U. S. 
Cadet Corps, $3000 maintenance. 

DIRECTRESS OF NURSES, small hospital, Long Island, 
all graduate staff with volunteer Red Cross nurses’ 
aides, $2100 maintenance, or more 

ASSISTANT DIRECTRESS OF NURSES, — bed hospital, 
Westchester, $175 maintenance, or mo 

SCIENCE INSTRUCTRESS, 300 bed hospital, vw eatehenter, 
$175 maintenance. 

SUPERINTENDENT man, young, Lutheran preferred, 100 
bed hospital, East, salary open. 


PROFESSIONAL PLACEMENT SERVICE 
Paul J. Lewis, Director 
Cameo Blidg., 347 Fifth Ave. 
Pittsburgh 22, Pa. 


NURSES: 2 for operating room in hospital of large Ohio 
City; Top salary with maintenance; Instructor of 
Theory for Texas appointment, $180 plus full main- 
tenance; Directress of Nurses for Nebraska appoint- 
ment, $190 plus full maintenance. 

DIETITIANS, institutional and industrial appointments, 
top salaries, every region. 

ANESTHETISTS: 2 for large hospital near Columbus, 
Ohio, military area; Salary range $200-$250 with full 
maintenance. 1 for hospital in Michigan, $185 plus full 
maintenance; 1 for 150-bed hospital in Nebraska, $200 
plus full maintenance. 

MEDICAL RECORD LIBRARIANS, registered for Ohio 
hospital on Lake. 1 for appointment in Arizona, sal- 
ary open. 

X-RAY AND LABORATORY TECHNICIANS. Appoint- 

ments for Ohio, Michigan, Pennsyivania, Oklahoma 

Hospitals, registered or non-registered, top salaries. 








AMERICAN HOSPITAL BUREAU 
1825 Empire State Building 
New York City 
Charlotte M. Powell, R.N., Director 


WE SPECIALIZE in the placements of a superior class of 
Professional Personnel and our service to the Hospi- 
tals and allied fields is nation wide. 

WHETHER YOU be an Administrator seeking well-quali- 
fied applicants for your positions or an Applicant 
prepared for and interested in positions of responsi- 
bility—of which we have an ever increasing list— 
write us and we shall be glad to help you. 

WE MAKE no charge for Registration and our.service is 
an absolutely confidential one. 


POSITIONS WANTED 


FULLY QUALIFIED NURSE ADMINISTRATOR; many 
years’ experience in hospital administration. Avail- 
able sixty days from date of acceptance. Address 
Box A-1, HOSPITALS. 


MAN WANTS TO REPRESENT MANUFACTURERS of 
Hospital and Surgical Equipment or Supplies to Deal- 
ers, Consumers and Architects in 200 mile radius of 
St. Louis. Have general executive experience with 
one of largest dealers and good understanding all 
lines of equipment, particularly furniture. Mergers 
and New Competition will provide real competition 
for old line companies. You should have representa- 
tion full time in this worth while territory. Address 
Box B-1, HOSPITALS. 


ADMINISTRATOR—Layman, age 41, college graduate, 5% 
years in present position in outstanding 300 bed gen- 
eral hospital in eastern Pennsylvania. Over six years 
thorough experience in hospital administration. Pre- 
fer 80 to 200 bed hospital. Address Box C-l, 
HOSPITALS. 


ADMINISTRATOR-BUSINESS MANAGER-CONTROLLER, 
large hospital. Young layman, administrator pro- 
tem 325 bed Western hospital, diversified hospital and 
business background, Certified Public Accountant, 
experienced hospital buyer. Address Box D-l, 
HOSPITALS. 


ASSISTANT ADMINISTRATOR, young layman, 35, four- 
teen years business experience, eight years hospital 
pharmacy, licensed pharmacist at present employed, 
married. Address Box E-1, HOSPITALS. 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—University degree in Business Ad- 
ministration; splendid background of experience in 
administration; has contributed extensively to hos- 
pital organization and management, taking active 
part in national and local hospital affairs; Fellow 
American College of Hospital Administrators; for fur- 
ther details, please write Burneice Larson, Director, 
Medical Bureau, Palmolive Building, Chicago, Illinois. 

ADMINISTRATOR—Graduate nurse; B.S. degree in Nurs- 
ing Education; four years’ experience as instructor; 
year’s course in hospital administration; several 
years, superintendent small, general hospital; will go 
anywhere; for further details, please write Burneice 
peony Director, Medical Bureau, Palmolive Build- 

ng, Chicago, Illinois. 

DIRECTOR OF NURSES—B.A., M.A. degrees, state uni- 
versity; professional training in university medical 
school; two years’ teaching experience; past four 
years assistant director of nurses, 500-bed hospital; 
for further details, please write Burneice Larson, 
Director, Medical Bureau, Palmolive Building, Chi- 
cago, Illinois. 

RADIOLOGIST—Four years’ training in radiology, large 
teaching hospital; eleven years’ private practice 
limited to radiology during which time he has di- 
rected department, 200-bed hospital; Diplomate Amer- 
ican Board; for further details, please write Burneice 
og Director, Medical Bureau, Palmolive Build- 

g, Chicago, Illinois. 

PURCHASING AGENT—Graduate nurse; past sixteen 
years, administrator, 150-bed hospital; duties have 
included charge of ‘all purchases; prefers appoint- 
ment with large hospital permitting her to limit 
duties to purchasing with, perhaps, those of assistant 
to administrator; for further details, please write 
Burneice Larson, Director, Medical Bureau, Palm- 
olive Building, Chicago. 

PATHOLOGIST—is available for an appointment; three 
years’ excellent training in pathology; in early for- 
ties; Diplomate American Board; for further details, 
please write Burneice Larson, Director, Medical Bu- 
reau, Palmolive Building, Chicago, Illinois. 

YOUNG PHYSICIAN—is available for assistant residency 
or residency in internal medicine or surgery; medical 
degree from state university medical school; year’s 

internship, teaching hospital; for further details, 

please write Burneice Larson, Director, Medical Bu- 
reau, Palmolive Building, Chicago, Illinois. 












































CLASSIFIED ADVERTISING 


POSITIONS OPEN 








AZNOE'S-WOODWARD MEDICAL PERSONNEL BUREAU 
Ann Ridley Woodward, Director 
30 North Michigan Avenue 
Chicago 2, Illinois 


ADMINISTRATOR: Well equipped, financially sound, mid- 
western 55-bed hospital; interesting Great Lakes 
location. 

DIRECTRESS OF NURSES: (A) Southern university 
hospital, excellent opportunity; $3,000, full mainte- 
nance. (B) Assistant; California 250-bed hospi- 
tal; $225. 

DIETITIANS: (A) Chief; southern 250-bed hospital; sal- 
ary open. (B) Instructor; well-rated Colorado hospi- 

. (C) Midwestern tuberculosis sanatorium; salary 
open. (D) Montana; $200 monthly. (E) California; 
$275 monthly. (F) New Mexico; $200, full mainte- 
nance. (G) Illinois; teaching included; $200, main- 
tenance. (H) Virginia; head department; $200, main- 
tenance. (I) Arizona; interesting opportunity; (J) 
Therapeutic; teaching required; Michigan. (K) Cali- 
fornia; teaching experience desirable; to $220. 

HOUSEKEEPERS: (A) Executive; New York; to $2,200. 
(B) Ohio; 275 beds; to $150, maintenance. (C) Wash- 
ington; $170, maintenance. (D) New Jersey; 45 beds. 
(E) Maryland; 100 beds. (F) Executive; 225-bed 
Ohio hospital; salary dependent qualifications. 

NURSING ARTS INSTRUCTOR: Southeastern hospital 
with university affiliation; $200, maintenance. 

OBSTETRICAL SUPERVISOR: (A) Interesting West 
Coast location, 140-bed hospital; $200 monthly. (B) 
West central; modern, unusually well equipped 200- 
bed hospital; salary dependent qualifications. 

OFFICE NURSE: Busy Dermatologist’s office; good per- 
sonality essential; to $225; Midwest. 

OPERATING ROOM SUPERVISOR: New Jersey 130-bed 
hospital near New York; $175, maintenance. 

PEDIATRIC SUPERVISOR: Qualified reorganize depart- 
ment, teach; South. 

PUBLIC HEALTH NURSE: Small New Jersey commun- 
ity; interesting, diversified duties; salary open, $30 
car allowance monthly. 

RECORD LIBRARIAN: (A) Complete charge department, 
150-bed West Coast hospital; to $200 monthly. (B) 
California; 250 beds; $200, noon meal. 

SURGICAL NURSE: Post graduate preferred; well-rated 
Ohio hospital, active surgical service; minimum $175, 
complete maintenance. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATORS—(a) Assistant medical administra- 
tor; hospital of approximately 250 beds; part time; 
Pacific Northwest; $6,000. (b) Lay; general hospital, 
medium bed capacity; plans and funds available for 
building program immediately after war; capable or- 
ganizer required; Hawaii. (c) Assistant superintend- 
ent; 600-bed teaching hospital; South. (d) Hospital 
office manager; well equipped hospital operated by 
large lumber company; town of 7500 located in High 
Sierras. (e) Administrator; 150-bed hospital, rela- 
tively new, excellent financial condition; university 
town; East. H12-1 

NURSE EXECUTIVES—(a) Director of nurses and nurs- 
ing service; general hospital operated by clinic; staff 
of well qualified specialists, most of whom have held 
academic appointments before joining organization; 
hospital well endowed; residential town; East. (b) 
Administrator; small general hospital; northern Cal- 
ifornia; $3600. (c) Assistant director of nurses; 400- 
bed general hospital; privately operated; fully ap- 
proved; school of 200 students; university medical 
center, South; $225, complete maintenance. (d) Direc- 
tor of nursing service and school of nursing; 300-bed 
hospital; central metropolis; $350, maintenance. (e) 
Director of nurses; maternity hospital and center of 
university group; outstanding nurse executive with 
minimum of baccalaureate degree and postgraduate 
experience or training in obstetrics; advantageous if 
qualified public health nursing; $3600, maintenance. 
(f) Assistant to executive director of state nurses’ or- 
ganization; baccalaureate degree and record of suc- 
cessful experience in some field of nursing required; 
interesting connection. (g) Superintendent; relatively 
new hospital, general, 60 beds; all-graduate staff; 
residential town of 12,000, located short distances 
from several large cities; $250, maintenance. H12-2 





ANAESTHETISTS—(a) Private hospital, well equipped, 
modern; operations average 200-250 monthly; depart- 
ment headed by medical anaesthetist; exceptionally 
fine staff of surgeons; California; $260 including quar- 
ters. (b) 400-bed hospital; active surgical service; 
eight-hour day; six-day week; alternate weekends off 
duty; $250, maintenance; Middle West. H12-3 

FACULTY APPOINTMENTS—(a) Assistant director of 
nursing education; state college; graduate of out- 
standing school of nursing with baccalaureate degree 
and preferably master’s; teaching experience in 
school of nursing or college desirable; duties consist 
of teaching Ward Administration and Ward Teaching 
in affiliated schools of nursing of western city, as 
well as on campus, and directing Teaching of Nurs- 
ing Arts; faculty rank of Assistant Professor of 
Nursing; minimum $2700 on eleven-month basis. (b) 
Science instructor, qualified to serve as educational 
director; school of 70 students; residential town short 
distance from university center; South; $225-$275, 
maintenance. (c) Nursing arts instructor; class of 55 
Cadets; sciences taught in nearby university; $225- 
$250, maintenance; Southeast. H12-4 

STAFF NURSES—(a) Two surgical nurses; 400-bed hos- 
pital; active surgical service; 48-hour week; $175 
complete maintenance. (b) Two clinic nurses; EENT 
department; group of well qualified specialists oper- 
ating new hospital of 150 beds; salary for head nurse, 
$2500—for general duty nurse, $2350. H12-5 

SUPERVISORS—(a) Medical and surgical; 200-bed hos- 
pital; duties consist of ward teaching and supervi- 
sion of combined course of medical: and surgical 
nursing; $175, maintenance; hour’s ride from down- 
town Manhattan. (b) Surgical supervisor; general 
hospital of 300 beds; located in eastern university 
medical center; busy department; all types of sur- 
gery. (c) Obstetrical supervisor; university hospital 
having collegiate school of nursing; no teaching; 
duties primarily administrative; West; $2500. (d) Op- 
erating room supervisor; general hospital averaging 
125 patients; all-graduate staff; $160, maintenance; 
New England. (e) Orthopedic supervisor; hospital for 
erippled children; 150-beds; beautiful location, South- 
east; $160, complete maintenance. (f) Night super- 
visor; general hospital; $200 beds; $215, meals, laun- 
dry; Detroit area. H12-6 

RECORD LIBRARIANS—(a) Chief record librarian; one 
of the leading hospitals in southern California de- 
lightful location; will have own private office, two 
assistants; minimum entrance salary, $180. (b) Gen- 
eral hospital, 350 beds, staffed by group of outstand- 
ing specialists; residential town located few miles 
from university center; East; $200. H12-7 

DIETITIANS—(a) Chief dietitian; average patient cen- 
sus, 175; staff of three assistants; experience in giv- 
ing service to private patients required; $200, com- 
plete maintenance; winter resort town, California. 
(b) Teaching dietitian; small, private hospital oper- 
ated by group of successful physicians; residential 
town, East; $200, maintenance. H12-8 

POSITIONS OUTSIDE CONTINENTAL UNITED STATES 
—(a) General duty nurses; fairly large hospital, well 
equipped, modern, delightfully located; $130, complete 
maintenance; transportation; Hawaii. (b) Operating 
room supervisor, qualified anaesthesia; $3600, travel- 
ing expenses; Middle America. H12-9 

TECHNICIANS—(a) Technician, interested in tissue 
work; should be trained in other fields of technology, 
although 90% of work will be histology; 400-bed hos- 
pital; East. (b) Chief occupational therapist, experi- 
enced in orthopedic rehabilitation, with training in 
crafts emphasizing muscle and joint improvement; 
large industrial hospital; new department splendidly 
equipped; $225, meals; Pacific Coast. (c) X-ray and 
laboratory technician; group and hospital appoint- 
ment; department recently equipped; $200, mainte- 
nance; southern California. (d) Physical therapist; 
to take complete charge of large department; uni- 
versity group; $250; Middle West. (e) X-ray techni- 
cian; new hospital to be opened for operation in 
November; minimum, $200; Pacific Coast. (f) Two 
physical therapy technicians—man and woman; 600- 
bed hospital; minimum, $200, meals; East. H12-10 


EXECUTIVE HOUSEKEEPERS—(a) Executive house- 
keeper and, also, assistant; 300-bed hospital planning 
early expansion; East. (b) One of Florida’s leading 
hospitals; experience in very large hospital required; 
$150, complete maintenance. H12-11 

PHARMACISTS—(a) New hospital, nearly 300 beds; man 
or woman; $240; Pacific Coast. (b) Chief pharmacist; 
medium-sized hospital; town of 50,000 centrally lo- 
cated; $215, meals. H12-12 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 
NURSES, TECHNICIANS, DIETITIANS, PHYSICIANS, 
NURSE SUPERINTENDENTS and INSTRUCTORS— 


We can help you secure positions! 
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POSITIONS OPEN 











THE ELIZABETH KENNY INSTITUTE, Minneapolis, for 
the treatment of and education in the care of 
poliomyelitis, desires to employ a full time assistant 
medical director as soon as reasonably possible. The 
salary for this position has been left open. Address 
all applications to F. E. Harrington, M.D., Superin- 
tendent, Minneapolis General Hospital, Minneapolis 
15, Minnesota. 





LIBRARIAN—Medical, take charge of department; regis- 
tration required; Cleveland Hospital; Salary open. 
Address Box F-1, HOSPITALS. 








DIETITIAN, assistant, for 193 bed general hospital. Must 
be qualified to teach. Salary open. Apply Director, 
Church Home and Hospital, Baltimore, 31, Maryland. 





INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
332 Bulkley Building, Cleveland, O. 
Mary E. Surbray, Director 


ADMINISTRATORS: 100 bed Ohio hospitals; accredited 


schools; salary open. (b) 50 bed hospital; no school, 
Iowa. $250, maintenance. (c) Assistant; 100 bed hospi- 
tal, graduate staff, near Philadelphia. 

DIRECTOR OF NURSING: 200 bed hospital, near Wash- 
ington, D. C. Someone interested in constructive 
work; building program. $250, maintenance. (b) 275 
bed Ohio hospital; $300, maintenance. (c) 120 bed 
Indiana hospital; $250, maintenance. (d) 165 bed hos- 
pital, Virginia. Outstanding school; 100 students. (e) 
100 bed Methodist Hospitals, mid-western locations; 
college affiliation. 


ANAESTHETIST: 150 bed Illinois hospital; $225, main- 


tenance. (b) large hospital, near Baltimore; $250. 
TECHNICIAN, LABORATORY-X-ray: Registered. 100 bed 
hospital, Pennsylvania; $200, maintenance. : 
RECORD LIBRARIAN: Registered; 350 bed hospitals, 
Ohio, Illinois, North Carolina, Georgia, California; 
well organized departments; salary $225. (b) 135 bed 
hospitals, Michigan, Pennsylvania, Florida, Indiana, 
New York. $150, maintenance. 

DIETITIAN, ADMINISTRATIVE: 175 bed New York hos- 
pital; $200, maintenance. (b) Assistant administrative 
ona _ therapeutic dietitian vacancies; attractive 
salaries. 






























STATEMENT OF THE OWNERSHIP, MANAGEMENT, 
CIRCULATION, ETC., REQUIRED BY THE ACTS OF 
CONGRESS OF AUGUST 24, 1912, AND MARCH 3, 1933 


Of HOSPITALS, The Journal of the American Hospital Associa- 
tion, published monthly at Chicago, Illinois, for October 1, 1944. 


State of Illinois ee 
County of Cook . 

Before me, a Notary Public in and for the State and‘county aforesaid, 
personally appeared George Bugbee, who, having been duly sworn according 
to law, deposes and says that he is the Editor of HOSPITALS, and that the 
following is, to the best of his knowledge and belief, a true statement of the 
ownership, management (and if a daily paper, the circulation), etc., of the 
aforesaid publication for the date shown in the above caption, required by 
the Act of August 24, 1912, as amended by the Act of March 3, 1933, em- 
bodied in section 537, Postal Laws and Regulations, printed on the reverse 
of this form, to wit: 

1, That the names and addresses of the publisher, editor, managing editor, 
and business manager are: 

Publisher: American Hospital Association, 18 E. Division St., Chicago. 

Editor: George Bugbee, 18 E. Division St., Chicago. 

Managing Editor: John M. Storm, 18 E. Division St., Chicago. 

2. That the owner is: (If owned by a corporation, its name and address 
must be stated and also immediately thereunder the names and addresses of 
stockholders owning or holding one per cent or more of total amount of stock. 
If not owned by a corporation, the names and addresses of the individual 
owners must be given. If owned by a firm, company, or other unincorporated 
concern, its name and address, as well as those of each individual member, 
must be given.) 

American Hospital Association, 18 E. Division St., Chicago. 

Donald C. Smelzer, M.D., Supt., Germantown Dispensary and Hospital, 
Philadelphia (Pres.). _ ’ 

Dr. Harley A. Haynes, dir., University Hospital, Ann Arbor, Mich. (Treas.). 

George Bugbee, 18 E. Division St., Chicago (Exec.-Secy.). 

3. That the known bondholders, mortgagees, and other security holders 
owning or holding 1 per cent or more of total amount of bonds, mortgages, 
or other securities are: (If there are none, so state.) NONE. 

4. That the two paragraphs next above, giving the names of the owners, 
stockholders, and security holders, if any, contain not only the list of stock- 
holders and security holders as they appear upon the books of the company 
but also, in cases where the stockholder or security holder appears upon the 
books of the company as trustee or in any other fiduciary relation, the name 
of the person or corporation for whom such trustee is acting is given; also 
that the said two paragraphs contain statements embracing affiant’s full 
knowledge and belief as to the circumstances and conditions under which 
stockholders and security holders, who do not appear upon the books of the 
company as trustees, hold stock and securities in a capacity other than that 
of a bona fide owner; and this affiant has no reason to believe that any other 
person, association, or corporation has any interest direct or indirect in the 
said stock, bonds, or other securities than as so stated by him. 


GEORGE BUGBEE, Editor. 
Sworn to and subscribed before me this 18th day of October, 1944. 
(SEAL] BEULAH DEEKEN, Notary Public. 
(My commission expires January 31, 1946.) 

































ADVANTAGES 


| of 
IODINE 


The Iodine-wiped-off-with-alcohol tech- 
nique in the preparation of the operative 
field kills bacteria rapidly and leaves the 
field dry, the skin clean. 


Comparative tests demonstrate that 
Iodine is less affected by the presence 
of serum than many other similarly 


employed antiseptics. 
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Iodine Educational Bureau, Inc. 
120 Broadway, New York 5, N. Y. 
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“CAST-ROOM.-ITIS” 











ns USUAL RECOMMENDED 
sYMPT CAUSES TREATMENT 


sccord 

» and discoF i 

“Hleadachet cast room: Difficulty of maintaining i 
ae rai uniformity of handmade “Speci ieee 
nem, iadineen con Hs Specialist” Bandages 
ay herber pars : tock ae tet and Splints. Uniform, 
dncnethanes wd hard-coated, non-dusting. 
R Quick saturating. Always 
ready. Conserve time, 

labor and materials, 


Quick relief can be ob- 











For streamlined 


cast technique 





standardize on 





asics 


Use “Specialist” hard-coated plaster of Paris Bandages for 


éé 99 
uniform, reliable immobilization and support. ¢ p FE IALIST ; 


PLASTER OF PARIS 


BANDAGES & SPLINTS 





HOSPITAL DIVISION 





“Specialist” Splints are ready-cut lengths of “Specialist” een eneumiest, 0.6. cmcaee, Mh. 


Bandage. For arm and leg splints, combination casts and 
cast reinforcements. 
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TO FIND NEW WAYS OF DOING OLD THINGS ...TO FIND BETTER WAYS OF DOING NEW ONES... THIS, TOO, IS OUR REALM 











No. 2170 5-Gas Augustana Model, $575. 
Other models from $290. 





Your Patients’ Safety 


Yours is a mission of healing, against whatever administration of ether by the drop method. 


‘ odds Fate may impose. Ours is the privilege and The Augustana is static-free. Its mechanical 





the obligation to provide hospital equipment advantages reduce the anesthetist’s technique 


which helps reduce those odds and increases the almost to a formula. Removable parts make 


patient’s chances for recovery. maintenance simplicity itself. 


The Augustana Safety Gas Machine, accepted The Augustana has solved the anesthesia 
by the Council of Physical Therapy of the problems of leading hospitals throughout the 
A. M. A., is just that kind of device. It gives world. It can help you with yours. 


the anesthetist complete control of his patient 


during the entire anesthetic period, providing any 

degree of relaxation, establishing a quiet A a = os j i A sw 
operative field, and insuring proper oxy- HOSPITAL SUPPLY CORPORATION 
genization. All this is done at a cost below CHICAGO NEWYORK SAN FRANCISCO WASHINGTON 





When Sexton pioneered in the introduc- 
tion of frozen foods to the institutional 
field, the question was not, “Is there a 
price level to meet?” but, “How much 
better can we supply them?” That tradi- 
tional Sexton policy ——judging by the 
highest standard, never by price alone 
——has resulted in a line of frozen foods 
which yields to none for complete va- 
riety, garden-fresh quality, and speedy, 
dependable delivery. 


JOHN SEXTON & CO. 1944 


Food food for pleased guests 
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July to December, 1944, Inclusive 


A 


Accident cases—recent court decisions increase 
liability of hospital in, Hayt, Emanuel 

Accounting Institute meeting 

Administrative procedures, Young, Charles H., 
M.D. 


Administrators’ courses offered by Northwestern 
University 
Alcoholic, treating the 
Allan, John J., The whole community can help in 
the task of building public relations 
Allen, Wilmar M., M.D., Nursing—rationed 
Almenara, Guillermo, M.D., elected honorary fel- 
low by American College of Hospital Admin- 
istrators 
Altenderfer, Marion E., Tattershall, 
Personnel distribution 
Ambulance service — USAAC emergency corps, 
King, Lt. Col. L., Buck, George H 
American Hospital Association— 
Accounting Institute meeting 
Bacon Library— 
Bacon Library section..July- 86, Aug.- 86, Sept.- 78, 
Oct.- 94, Nov.- 88, Dec.- 86 
Convention— 
Convention host to be Cleveland, McNamara, 
PQNER is isc cd ian ond ee cw enna July- 35 
Convention—Third War Conference in Cleve- 
land 
Program preview 
Report from Cleveland on Third War Con- 
ference 
Smelzer, Donald C., M.D., Address of the 
president-elect 
X-ray tests at Cleveland, results of reported..Dec.- 98 
Council on Administrative Practice names sec- 
retary—F. Hazen Dick 
Council on Hospital Planning and Plant Opera- 
tion names Roy Hudenburg new acting sec- 


Council on Professional Practice names new 

secretary—Hugo V. Hullerman, M.D ... Aug.- 98 
Hospital Service Plan Commission— 

Blue Cross news July- 75, Aug.- 72, Sept.- 70, 
Oct.- 80, Nov.- 71, Dec.- 72 

Blue Cross suggests protection for federal 
workers Oct.- 80 
Cleveland conference .. - 71 

Cleveland Hospital Service ‘Association, ‘de- 
scription of, Kelly, Michael A .- 57 
College coverage on the upgrade...................... Dec.- 72 
Eight railroads in Blue Cross - 71 

Four-fifths of income of 70 Blue Cross wheats 
paid to hospitals Oct.- 83 

en total of 14,760,000 sets new rec- 


Gift film will feature financing 
Hospitalization figure higher... 
How plan hospitals handle employees’ care. Sept.- 
Indiana signs initial member eee 9 
Individual enrollment recommended for 
otherwise ineligible persons 
Labor, what it asks in ee Foun- 
tain, Clayton W. ....... ..Dec.- 
Medical groups back two new ‘surgical plans. Dec.- 
Minnesota plan holds conference 
Philadelphia enrollment reaches 600,000 
mark ...:.. : ...D€c.- 
Plans cover one in eight in 1 U. Ss... icddMisdcsartesceeeee 
Public education session focused on adver- 
tising . TN ay 
Rural hospital s service bettered. _Aug.- 
Service benefits widen . ve .....-.NOV.- 
Trend toward separate ‘surgical, maternal 
schedules......... ..Oct.- 
Winter conference to be March 14- “4... Dec.- 
Organization of hospitals—now is the time to 
set our sights, Walter, Frank J.............. July- 


Purchasing Institute—Chicago 
Trustees’ second quarterly meeting 
Wartime Service Bureau— 
Wartime Service Bureau reporting from 


Washington July- 79, Aug.- 76, Sept.- 72, 
Oct.- 84, Nov.- 78, Dec.- 82 


Air-borne infection reduced with new tech- 
niques, Bigg, Edward, M.D., Mellody, Marga- 
ret, B. S 


American Association of Nurse Anesthetists......Sept.-108, 
Nov.-104 


American Association of Medical Record Libra- 
rians meeting 

American Medical Association— 
American Medical Association meeting 

American Protestant Hospital Association meet- 
ing 

American protestant hospitals have new head in 
Rev. Joseph George for *45-’46 

American Society of Hospital Pharmacists con- 


Sept.- 94, Oct.-114 


Anesthesia and respirator machines, care of, Tan- 


Antonella, Sister M., S.C.N., Employees obtain 
advantages in straight hours 
Architects, honor roll of, Bradley, F. R., M.D 
Arnold, Mrs. David B., “M.G.H. on Review” 
Associations, State— 
Carolinas-Virginias Hospital Conference 
Florida Hospital Association meeting 


Maine Hospital Association meeting Aug.-100, Sept.- 92 


Maryland-District of Columbia Association an- 
nual session 
Missouri Hospital Association meeting 


New York State Hospital Association meeting July-101 


Northeastern Hospital Association meeting 


South Dakota Hospital Association meeting......July- 78 


B 


Bachmeyer, A. C., M.D., named director of study 
for Commission on Hospital Care 

Bachmeyer, Arthur C., M.D., Tucker, William B., 
M.D., Bloch, Robert G., M.D., Tuberculosis con- 
2 | lr ac ete fete ee eye Merit Nov.- 

Bacon, Asa S., Council, ‘regional, brings practical 
assistance 

Barnett, E. Dwight, M.D., Polio siege ; 

Becker, Harry J., Norman, Jacque B., EMIC 

Beelman, pe ©. ’‘M.D., Postwar hospital, health, 
medical and dental services in Kansas to be 
met by state planning body 

Bellamy, Marguerite, Visitors, hints for 

Bertrand, Sister M., C.S.J., R.N., Trinity Hospital 
in Arcata has new building Ss 

Bethesda hospital wartime project, Lutes, 
Dewey A 

Bigg, Edward, M.D., Mellody, Margaret, B.S., 
Air-borne infection reduced with new tech- 


Bloch, Robert G., M.D., Tucker, William B., M.D., 
Bachmeyer, Arthur C., M.D., Tuberculosis con- 
1) | See eRe pn Wine eter sane a rca a Nov.- 

Blue Cross News, see American Hospital Associa- 
tion, Hospital Service Plan Commission. 

Boric acid deaths may bring about new poison- 
label ruling 

Bradley, F. R., M.D., Architects, honor roll of 

Bradley, L. A., Laundry, problems facing it 

Breese, Ramona, R.N., Take it easy 

Britain plans now for qualified administrators to 
meet postwar needs, Speller, S.R., LL.B 


92 
47 
41 
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Brueseh, Frank G., SReetng............ ns July-114 


Brumbaugh, Vance E., Pharmacist can aid whole 


Buchanan, E. B., M.A., Dietary, sanitation in 
Buck, George H., King, Lt. Col. Hugh L., Ambu- 


ance service—USAAC emergency corps Sept.- 50 


iii 
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Budget control, relation to’ personnel, Shaw, 
| Tene La aaa Sete Aug.- 39 
Buildings and equipment, Endres, D. A................. July- 55 


C 


Cadet Nurse Corps, see U. S. Cadet Nurse Corps. 


Camera class, Whitehurst, Lydia, R.N..................... July- 38 
Cancer control is hospital ‘selling job,’ Pratt, 
RN Nd go an pes aap son Seeen nen aee aces coqn cen ean Aug.- 34 
Cancer—research key to Connecticut system, 
Griswold; Matthew H.; M.D....::....-....0505.-.0204..00003 Aug.- 32 
Carter, Fred G., M.D., Tomorrow’s hospital............ Oct.- 35 


Catholic Hospital Association annual meeting........ July- 94 
Children’s Bureau, see U. S. Children’s Bureau 
China purchases, saving money on, Kuhn, Eu- 


EE ee Cote eer er rere eee tne ae Oct.-128 
Chlorine accident provides army doctors valuable 

information in treatment of gas casualties.......... July- 98 
Chlorine gas victims, how they were handled by 

hospital, Seide, Max, M.D., F.A.C.H.A................. July- 34 
Chronic sick, care of, Rosenfield, Isadore................ Nov.- 50 


Clark, Guy J., Purchasing practices tomorrow......Dec.-118 
Clarke, T. Parker, Houser, Gerald F., M.D., Gauze 


COVABEOT )’ SAVER BOO. ince ncnecisecncccsvocnsccencstsseud July- 66 
Cleveland hospitals prove ability to meet emer- 

MOTRY RUT AN: SING isn oes coven ocsteocecse vac ane ecen eee Dec.- 97 
Cleveland Hospital Service Association, descrip- 

eee age ok eae On , Sept.- 57 
Cleveland plans three new hospitals...................... Aug.- 96 
Coffey, W. C., Nursing student is given rural ex- 

NN cesta cate <eoneep aitnacdoreara o July- 65 
Color therapy, Daniels, Amy RETO ee July- 49 


Commission on Hospital Care— 
Bachmeyer, A. C., M. D., appointed director of 
NEY Boe re he ce re Sar ne ee Sept.- 90 
Gates, eee S., heads Commiission.................... July- 90 
Norby, Maurice J. , appointed technical director Oct.-114 
Michigan Commission on Hospital Care Adds 


ne en ce en Ene ee np tor eee T ARES. Nov.- 96 
Morrey, Robert C., Surgeon (R) appointed 
UMAR PERM iss ca ockc ct na spcecceuctana sc euseanvocous ted Nov.- 98 
Compensation case rates based on costs, Hayes, 
te | EES Seance Tee ee Sey ee Dec.- 59 
Compensation patients, Howe, F. Stanley, F.A.- 
RUMORS 2.5L occu: acbpiaiasscransivedE cdo <duad Samat yale Aug.- 27 
Conservation— 
Anesthesia and respirator machines, care of, 
GNOE HINDI gists catinas Snes Mécmieissaenceaate acta. Aug.- 63 
Budget control, relation to personnel, Shaw, 
ee aes ee a ae soe ey Aug.- 39 
Conservation, Frank, Maxwell S., M.D............... Dec.- 41 
Conservation, Tanner, UME gone oe Seas zontocksi ceeds Sept.- 42 
Dietary and ‘the budget, Serrelt; Lol. ..:2.:.....2.<<2 July- 45 
Employees trained to reduce needless waste, 
Frank, Maxwell S., M.D................ sos a he Sarr a July- 69 
Records, medical—the right ones save money, 
megan, Gouis J., WiLD., tb.B....2......-.... Sept.- 66 
Record system improved by use of ‘‘Keysort’, 
ONE RISO oie. coc c osuapatowstncn a viscacedevaiecsbon utes ease Oct.- 53 
Washed gauze saves $20,000, Houser, Gerald F., 
UND., AOMOURC, “A. TORIC sos ccdcecscecsieosia leche dndle July- 66 


Waste, study of brings saving, Waite, Lucile.....July- 68 
Construction— 
Architects, honor roll of, Bradley, F.R., M.D.....July- 47 
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Ns ach he aga eves saccew da ative Besa axtoeeaeeeegoes Sept.- 43 
Purchasing— 
Determining - a purchasing policy, Sawyer, 
0 glk ERR eRe ieee rere eetene a! Seterslnatey ro noe ORS Oct.-132 
McGill commodity service.................. July-117, Aug.-112, 
Sept.-118, Oct.-124, Nov.-116, Dec.-115 
PUPCHARING ~.....--.--2.525<cc0cct0s July-112, Aug.-110, Sept.-114, 


Oct.-120, Nov.-112, Dec.-110 

Purchasing Institute—Nov. 13-17, Chicago........ Nov.-102 

Dec.-104 

Purchasing practices tomorrow, Clark Guy J.....Dec.-118 
Saving money on China purchases, Kuhn, 

HP OS TD SR eae eed Senn einen eon en rar nian Oct.-128 

Sheeting, Bruesch; Frank G....................<......:.::-.-. July-114 


R 


Record librarian as medical historian, Loretta, 


Sieur IN, CSB, Se eal keen cs tein se ceenesisciceneecaasessess Oct.- 78 
Record system improved by use of “Keysort’, 

MURR NM eae oot concen cdc sgsccnniestnsncceassquaceacidercuass Oct.- 53 
Records, medical, Huffman, Edna K., R.R.L........... Oct.- 73 
Records, medical—the right ones save money, 

Regan, Egunie: J, WD Ea oi 5.2.20 bcase cage ssccocenssscehs Sept.- 66 
Refresher course at Cornell attended by 20 hos- 

MUN  MRCOONEES ono cu nse ac endade tg nissddenncancacsieateilxceucsaceel Sept.-104 
Regan, Louis J., M.D., LL.B., Records, medical— 

4he right Ones SAVE MONEY...................:.ccesesccdencaos Sept.- 66 
Rehabilitation, vocational, gains during war, Ma- 

sur, Jack, Surgeon (RN), U:S.P.H:S...................: July- 71 
Reid, Leslie D., Record system improved by use 

Me FSi sadasdacaswes duces sonasic Suscviasleywagizcnsuneeeeed Oct.- 53 
Riese, Mildred, Nurse recruitment activity studied 

Bit CMR RRER NI MENORRONSS oo. 5 o5.c 203052 ester cesandaesyscutasueocsdesencie’ Sept.-102 
Riese, Mildred, Nursing education changes in 

postwar GFA Are GISCUSSEM......<. 2.22515. .5050.100ci2e0s0cce000 Dec.-100 
Rosenfield, Isadore, Care of the chronic sick........ Nov.- 50 
Rourke, Anthony J. J., M.D., Volunteer in post- 

NNN OID icant oon ss eu soca on auntie age teciseeeendcssedl Dec.- 57 
Rural health in need of organized planning, 

MURIBOED, ANE, DORON. 5. ou cc0s ec cncsacnssracenccdswetesancass Dec.- 28 
Rural health in postwar days, Stock, Harold F.....Dec.- 35 
Rural health program, Streeter, Carroll P............. Dec.- 25 
Rural medically indigent, Pohlmann, Kenneth E...Dec.- 30 
Rural service, Johnson, Lake, R.N..........00000000000...... July- 40 


Ruskjer, S. A., Regional council pays dividends..Aug.- 58 


S 


St. Louis EMIC “exclusion” tale disproved............ Dec.- 94 
St. Petersburg Hospital, state supreme court of 

Florida affirms right of city-owned hospital to 

enforce set of qualifications to be met by mem- 


Wers OF the surgical stafl..............iscceccactecscacesvesdes Sept.- 98 
Salaries— 

Hospitals, nurses outline policy on working 

MORIGELEIONIS “SELANICS, CEG. ooo ooo osc n ns cnc ccosecg Sarcencedesvcases Sept.-110 

Payroll increases in Texas analyzed.................... Nov.-104 





Sawyer, O. G., Determining a purchasing policy....Oct.-132 
Seide, Max, M.D., F.A.C.H.A., Chlorine gas vic- 

tims, how they were handled by hospital............ July- 34 
Service, members in, see Family Album 
Seymour, William B., M.D., Patient, his part in 


MeGiCRl CAPS ROMRIIM a5... on ses seas Dec.- 64 
Shaw, Ethel, Budget control, relation to per- 

SOME ...-- ai es Ban Gh ech Sa serhaa cease Seba Sia aoaeS Aug.- 39 
Sheeting, Bruesch, Frank G.......:...............2-2..s-.00i-« July-114 
Smelzer, Donald C., M.D., Address of the presi- 

CI Aa a ctscnlgeentgs inten’ Oct.- 31 


Snoke, A. W., M.D., Internship appointments........ July- 60 
Speller, S. R., LL.B., Planning by Britain for ad- 


ministrators to meet postwar needs...................... Nov.- 60 
Staff meetings, Tollefson, Donald G., M.D............. July- 48 
Steele, Merrill F., M.D., Personnel shortage 

UREA CHOU EN ds Se Sse ocaipgadinaseeeetd July- 73 


Stock, Harold F., Rural health in postwar days....Dec.- 35 
Stout, Merrill L., M.D., Doctor-—his role as a co- 


Se RR Re tine Seeley a! ca ee Sine pee Sept.- 69 
Streeter, Carroll P., Health program for rural 

BRE co DO Sc Bc aN NORD er 2 ef STON CR Dec.- 25 
Suburban hospital is wartime project, Lutes J. 

Do Sane aC ia et Sa Aen oe ORR wee Pel Aug.- 51 


Tanner, Moir P., Anesthesia and respirator ma- 


Pi or) SE Scheie a rat Ole eRe aae sted Meee arene Uniaetee Aug.- 63 
Tanner, Moir P., Conservation...............................--- Sept.- 42 
Tattershall, Louise M., Altenderfer, Marion E., 

PCESCRIIET CEUMEETOUUIONS 2a. onan. secs ecacecttnescesniased Sept.- 33 
Tax exemption for hospitals in California ap- 

WEI WON ore a a eee Dec.-104 
Terrell, Tol, Dietary and the budget........................ July- 45 
Terrill, Ruby Wright, R.N., Volunteers—visitor 

volunteers form labor reservoir............................ Aug.- 60 
Texas medical center to be constructed at Hous- 

1: See Sa he EE AN Re eee Se Pe er RS STN th Ss Aug.-104 
Tollefson, Donald G., M.D., Staff meetings............ July- 48 
Transfusions made safer by “Rh” blood group 

factor, Knowlton, Wilson W., M.D....................... July- 41 
Trinity Hospital in Arcata has new building, 

Bertrand, Sister M., CS... FRAN... cc.cc2ccsccssecieans Sept.- 44 
Trustees of hospitals should be Association mem- 

bers, Hill. Predetick T.. BAS .2.2 Oct.- 43 


Tuberculosis control in general hospitals, Bloch, 

Robert G., M.D., Tucker, William B., M.D., 

Bachmeyer, Arthur C.; Nao... 2a oss sche ceseesteas Nov.- 63 
Tuberculosis—is it hospital occupational disease? 

Pollak, Maxim, M.D., .C.H.A 
Tuberculosis sanatorium—description, problems, 

Matson, Mirs. TAmgsbUry 2..-<......520.. soci ccceatcecccs Sept.- 49 
Tuberculosis mortality rises with city’s size.......... Sept.-110 
Tucker, William B., M.D., Bloch, Robert G., 

M.D., Bachmeyer, "Arthur C., MELD. Tubercu- 

TOUT COMMING cacao kta sets ss ssenejn sansa ene Nov.- 63 


UNRRA has as new hospital consultant in Middle 
East and Balkans area, Lt. Col. Neil F. Mac- 


fi EES a eR Ray ertek Noe Stee M AST) SRR Sept.-110 
U. S. Cadet Nurse Corps— 
Nurse recruitment advances...................0022..000.0---- Oct.-107 


U. S. Public Health Service— 
Reports current health conditions....July- 85, Aug.- 84, 
Sept.- 76, Oct.- 92, Nov.- 86, Dec.- 81 
U. S. Public Health Service to study cost of nurs- 
RUSS COUSINS 5s ender ee Nov.- 94 


Venereal disease, hospital’s role in, Hullerman, 


RGN SOON a ee acgte ems sa ee aaa Dec.- 51 
Veterans administration interprets educational 
prograity, for NOs... oat Dec.- 90 


Veterans Bureau program for 16,000 additional 
beds—approval for is sought by General Hines Sept.- 96 
Visitors, hints for, Bellamy, Marguerite................. Oct.- 70 
Volunteer Workers— 
Ambulance service—USAAC emergency corps, 
King, Lt. Col. Hugh L., Buck, George H....... Sept.- 50 
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Male volunteers fill service gap, Wilinsky, 
Charles F., M.D 
“M.G.H. on Review’, Arnold, Mrs. David B 
Volunteer in postwar world, Rourke, Anthony 
og D 
Volunteers—mister nightingale, Whitney, 
Monroe 
Volunteers obtained through advertising, Young, 
Ee: SW Rae RR see Oct.- 70 
Volunteer’s pin now available for distribution..Dec.-106 
Volunteers—visitor volunteers form labor res- 
ervoir, Terrill, Ruby Wright, R.N 


W 


Waite, Lucile, Waste, study of, brings saving 
Walter, Frank J., Now is the time to set our 


sights 

WLB in New York defines wages and working 
conditions 

WLB rules nonprofit agency need not recognize 


WWC acts to aid Detroit hospitals in help short- 
age 

Wartime Service Bureau, see American Hospital 
Association. 

Waste, study of, brings saving, Waite, Lucile 

Whitehurst, Lydia, R.N., Camera class 

Whitney, H. Monroe, Mister nightingale 

Wilinsky, Charles F., M.D., Male volunteers fill 
service gap 


X-ray (chest) tests at Cleveland convention, re- 
sults of reported 


Young, Charles H., M.D., Administrative proce- 
dures 

Young, Charles H., Volunteers obtained through 
advertising 
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